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@ ‘Sick, and at the sen of death many times 
during the next forty-eight days, still, as I look 
back, even now, they remain the very happiest 
in my life. 


“There was no worry about meals or lodging, 
and the future was a pleasant haze that never 
cleared. There was never a harsh word spoken 
in the ward, and doctors, nurses, and interns 
seldom passed my bed without pausing four a 
word of greeting. 
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@ “The boys made regular visits, and brought 
fruit each time. The matron came and lingered 
over my bed as though. I were her own son. 
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@ ‘Often now, when the lines of life are drawn 
taut, I wish for a haven like St. Luke’s Hos- 
pital.” 
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—Jim TuLLY, Beggars of Life 
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“White Line” high pressure Dressing Sterilizer equipped for 
heating by direct steam 


EFFICIENT—-ECONOMICAL—EASY TO OPERATE—SAFE 


The sub-boiler (or steam generator) is eliminated; steam direct from 
the mains is turned into the jacket of the sterilizer and then led into the 
sterilizing chamber, starting the sterilizing process within five minutes. 
The sterilizer is equipped with Pauly air and condensation ejector, 
steam control valve, and individual steam trap. 


Write our Engineering Department for data on the latest developments in 


sterilizer design and construction 


SCANLAN-MORRIS COMPANY 


Manufacturers of 
Hospital Furniture, Operating Room Equipment, and 
Sterilizing Apparatus 
Factory G Offices Chicago Display Room 
MADISON, WIS. 411 GARLAND BLDG. 


THE “WHITE LINE” 
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A NEW YEAR’S GREETING TO THE 
MEMBERS OF THE AMERICAN 


HOSPITAL ASSOCIATION 


HERE is no New Year, in a sense, for the hospital—it must go on 
g ye by day, year in, year out, always striving, never faltering. Its 
mission is unending and its destiny is unceasing service. 

As individuals engaged in the work of hospitals, the members of the Ameri- 
can Hospital Association will profit if occasionally they will pause to ap- 
praise their efforts and to renew their vigor. We need to enlarge our out- 
look. We must not allow ourselves to be submerged in our past mistakes. At 
this particular season let us look forward to increased accomplishment for 
another year. 

The American Hospital Association, which belongs to you, has had its most 
successful year. Progress of a notable kind has been made along a number 
of lines. One of the most outstanding accomplishments was the inaugura- 
tion of a world’s federation of hospital workers. Those who attended the 
Atlantic City convention were inspired by the friendly contacts with our asso- 
ciates from many other countries. We learned things we didn’t know before 
and our visitors were gracious enough to declare that they had profited by 
knowing us and seeing our work. 

The year 1930 starts full of promise in opportunity for the American 
Hospital Association. The convention will be held in New Orleans in Oc- 
tober. No member can afford to miss it. The whole South offers a tradi- 
tional hospitality which is a delight to experience. We know beforehand 
that we will be welcomed most cordially. We realize, too, that the hospitals 
of the South need our encouragement. Another great opportunity, such as 
we had at Atlantic City, to inspire others awaits us, and at the same time 
a chance again to profit by association with our fellows, this time our own 
countrymen. 

Take those new calendars with the pictures of pretty ladies, of rushing 
railroad trains, of peaceful pastures, and of inviting woodlands, turn to Oc- 
tober, and mark the days 21 to 24 inclusive “New Orleans.” Make it a 
New Year’s resolution to be there. 

A Happy New Year to you all and I'll meet you in New Orleans. 

CHRISTOPHER G. PARNALL, M.D. 


President, American Hospital Association 
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OUR FRIEND—THE CRITIC 


An eminent surgeon, addressing a large gathering of his colleagues in Chi- 
cago, including many hospital administrators, recently broadcast a criticism 
of our hospitals. It has attracted a great deal of attention in the public press 
and in the current literature. The tenor of his criticism was hardly in con- 
sonance with the experience of the eminent surgeon as an interested owner of 
and a very influential director in an internationally known group of hospitals. 

He criticized the high cost of operation of hospitals as a group, but was 
eloquently silent upon the operating costs of the hospitals of which he is part 
owner and which owe their existence, in a very large way, to his great genius. 
He condemned the extravagances in the cost of construction of hospitals, with 
which every thinking hospital administrator is in complete accord, but did not 
emphasize the contributing factors to the increased cost of operation of our 
institutions, made necessary by the installation of expensive equipment, com- 
plete diagnostic facilities, research laboratories, surgical instruments and equip- 
ment, and modern methods for the education and training of nurses and in- 
terns, which all hospitals provide for the proper care of their patients and 
which, a few short years ago, were either supplied by the physicians themselves 
or were not available for the physician’s use. 

Dr. William Mayo’s advice to hospitals to “adopt better business methods, 
whine less, and think more” is bromidic. It is the same sort of advice that the 
successful business or professional man, in a “holier than thou” attitude, offers 
to a less successful colleague, without constructive criticism or without ex- 
tending more material assistance. Hospitals do not “whine.” They labor to 
discharge their obligations to the community in season and out of season. 
They have always taken care of the indigent sick and their consideration for 
the patient of moderate means is always as large as their financial limitations 
will permit. They have taken care of the indigent sick when, if that care had 
been denied them, no other refuge would have been afforded and the com- 
munity would have been threatened with a flood of communicable disease. 

The hospitals of this country conduct their business upon a high plane and 
with close adherence to ethical procedures. In the aggregate they give more 
for charity, more for education, and more for public welfare, all without 
financial return, than any other organization or class of institutions. Their 
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methods of conducting their business are as sound and as fair and considerate 
of the unfortunate poor as those of church or bank or university. The good 
which they do is the reason for their existence. The income derived from 
patients is only a means by which they exist. 

His criticism of hospitals and like institutions, which are such great fac- 
tors in our public welfare life and which no community would be deprived of, 
is manifestly unfair. The eminent surgeon condemns the hospitals as a busi- 
ness group—those institutions through whose successful operation he has at- 
tained to his great eminence as a surgeon and which have contributed so much 
to his material well-being. One would not like to conclude that the doctor’s 
opinions that “more humanity was needed in the hospitals,” or that better 
business methods were imperative, or that they were inconsiderate of the 
finances of the patient of moderate means, or that extravagance ruled in the 
business affairs of the hospitals were suggested by his personal observation 
and his own experience in that large group of hospitals which he has helped 
to create and maintain, and with which he has a closer personal contact than 
with other institutions. 

It is not so much what Doctor Mayo said as it is the construction which 
press and public have placed upon his remarks that has provoked so much 
discussion. Doctor Mayo said a great many things which were extremely 
worth while and might be given due consideration by our institutions for their 
ultimate good, but in the main his criticisms were not constructive. They 
rather suggested an attempt to “weld the wooden handle to the pewter bowl.” 

Our hospitals will continue to take care of the poor. They will, as they have 
always done, share the cost of hospitalization with the provident patient and 
will take care of him when sick, even though his funds are lacking. To poor, 
provident, and rich alike the institutions will afford the best possible facilities 
for their adequate care when sick. It is not in this alone that the hospital 
is entitled to the financial and moral support of the community. 

“No one knows at what hour, what day or night, the need for hospitalization 
may arise. Illness and accident strike suddenly, often without warning. 
It is then that the hospital shines forth as a beacon of competent amelioration 
and hope. Regardless of wealth or place in life, whether our days may have 
been few or many, regardless of race or color or creed, the need of the hospital 
is personal and intimate.” 


HOSPITAL FACILITIES—A CHANGING PICTURE 


Increasing demand for hospital care by all classes of people, and especially 
by that great mass of the population known as the middle class, has caused an 
already very noticeable change in the construction of hospital buildings. In 
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1908, for example, 28 per cent of the beds provided for in the plans worked 
out by a group of architects were in wards of ten or more beds, while in 1928 
only 7 per cent were in such wards. Furthermore, the number of semi-private 
rooms increased during the same twenty years from 10 per cent to 23 per cent. 

These changes indicate that the hospital management of the country is alive 
to the economic problem which faces the man of moderate means who feels 
that he or his family need hospital care but who shudders at the thought of 
accepting charity and is financially unable to bear the expense involved in 
services originally planned for the wealthy. Apparently very earnest efforts 
are being made to make available to the middle class a respectable and satis- 
factory hospital and medical service which will provide the best medical and 
nursing skill possible at a cost in keeping with the income of patients. 

The National Committee on the Cost of Medical Care, which has collected 
and compiled the data, concludes that the problem of providing satisfactory 
hospital service to the patients of moderate means has not yet been solved and 
that systems of deferred payments, sliding scales of rates according to income, 
and other means now being tried are still too new in hospital management to 
be correctly appraised as factors in this problem. 


One hundred and twenty thousand people are sick each day who should go 
to the hospital. Of this number only 50 per cent are hospitalized. 

In the United States today, carefully planned general hospitals range en 
masse from 8,000 to 16,000 cubic feet of construction for each patient bed. 





FINANCING AND ADMINISTRATION 
OF WARDS FOR PERSONS OF 
MODERATE MEANS' 


By W. FRANKLIN Woop, M.D. 


Assistant Director, Massachusetts General Hospital, Boston 


HE SUBJECT of hospital accommodations and medical care for persons of 
moderate means at a cost they can afford to pay has received a great 
deal of attention of late. 

The importance of this problem was recognized by the trustees and director 
of the Massachusetts General Hospital some time ago and they have spent a 
great deal of time in studying the situation very carefully. 

It was found that if a unit of approximately three hundred beds was built 
and fully equipped as a department of an established large general hospital, 
it could be self-supporting and still offer moderate rates. 

The medical staff became keenly interested in this problem and volunteered 
to limit their fees to a maximum of $150 for any one case with the under- 
standing that the majority of fees would be under $100. 

The Baker Memorial building, a department of the Massachusetts General 
Hospital for persons of moderate means, is now under construction and will be 
ready for occupancy early in 1930. This building will cost approximately 
$1,600,000, the equipment about $200,000, and the necessary changes in the 
existing plant to take care of the addition of the new building, $150,000. The 
expenditure of this amount of money was made possible by the generosity of 
the many friends of the Massachusetts General Hospital. The largest single 
gift was $1,000,000, given by Mary Rich Richardson in memory of her father, 
Richard Baker, Jr., and her mother, Ellen Maria Baker. 

It is necessary to have the hospital for patients of moderate means of suf- 
ficient size so that the overhead may be well distributed. This unit should be 
a part of a large general hospital in order to keep the overhead as low as possible. 
There are certain advantages if the general hospital is a teaching institution. 

In a large general hospital the x-ray department and pathological, cardio- 
graphic, chemical, and metabolic laboratories are all maintained under the di- 
rection of experts in their respective fields. These departments, already estab- 
lished, are able to render excellent service to the hospital for persons of mod- 
erate means, at a reasonable cost. In like manner general supplies, heat, light, 
and power may be furnished at the least possible expense. 

The need of more accommodations for this class of patient is generally ac- 

1 Read before the Eighth Annual Session of the New England Hospital Association, Boston, 
October 22, 1929. 
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cepted as a fact. It is interesting to note from a recent survey of the recog- 
nized hospitals in and around metropolitan Boston that out of 4,800 beds only 
about 1,080 are available at rates of from $4.00 to $7.00 a day. ‘The limitation 
of the professional fee is not a factor in any of these hospitals. The number 
of beds is insufficient, so we assume that many patients must either accept 
charity, which they do not need, or take private accommodations they cannot 
afford, requiring years of work and worry to meet the indebtedness thus in- 
curred. 

The semi-private accommodations offered in many of the hospitals are not 
as satisfactory as they would be if an entire floor or a building were available. 
Often the semi-private accommodations are in the less desirable portion of 
the private floor. The patients feel sensitive, realizing as they do that they 
cannot have the same privileges as the more wealthy private patients down 
the corridor. Then there are the semi-private accommodations adjacent to 
the open wards, with the lack of privacy so desired by many patients. These 
accommodations undoubtedly were designed to care for the severely ill patients 
in the wards, and should be reserved for them. 

When a separate floor or building is available with most of the accommoda- 
tions—single rooms or two-bed rooms—we believe the patients will be happier 
and will have a more satisfactory convalescence. In other words, it seems bet- 
ter to avoid placing patients of moderate means among the rich, the private, 
or the charity patients. 

The Baker Memorial is an eleven story building located on the grounds 
of the Massachusetts General Hospital. The ground floor contains the kit- 
chens, stores, and dining rooms; the first floor, the reception rooms, adminis- 
trative offices, x-ray department, and two nine-bed wards. The second, third, 
fourth, fifth, sixth, seventh, eighth, ninth, and tenth contain accommodations 
for patients. Each floor averages about eighteen to twenty single rooms; eight 
to sixteen beds in four-bed rooms; and six beds in two-bed rooms. The ninth 
floor is to be devoted to obstetrical cases. The eleventh floor is for operating 
rooms and delivery rooms. The twelfth floor or roof has several open and 
enclosed porches where patients may be cared for in bed, sitting rooms for men 
and women, and a barber shop. 

The charges for accommodations are as follows: 

$4.00 a day for a bed in the nine-bed ward; 

$4.50 a day for a bed in the four-bed ward; 

$5.50 a day for a bed in the two-bed ward; 

$6.50 a day for a single room. 

There will be, of course, the usual charge for x-ray, operating or delivery 
room, and laboratory examinations. It is our desire to have a set fee for 
surgical cases which will include the use of the operating room, administration 
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of an anesthetic by a trained anesthetist, and all laboratory examinations. 
X-ray charges will be extra and correspond to the fees in the general hospital. 

The same is true of medical and obstetrical cases. This will eliminate the 
frequent petty charges which so often annoy the patient. Many patients object 
to extra charges, no matter how small. 

We frequently hear, “These charges are not low—they are as high as most 
semi-private accommodations.” Yes, that is true, but I do not know of any way 
to care properly for patients in a hospital and do it cheaply. I do feel, how- 
ever, that these charges are fair and moderate, especially when they are com- 
pared with the cost of radios, automobiles, theater tickets, hotel bills, and club 
dues. 

The average length of stay in the general hospital for 1928 was eighteen 
days. Using that figure as a basis, the average medical or surgical patient may 
be cared for in the Baker Memorial for approximately $250—an obstetrical 
patient for something slightly less. This includes the professional fee and all 
expenses, unless special nurses are necessary. This extra expense of special 
nurses will be unnecessary in the great majority of instances since the floor nurs- 
ing planned will be very complete. 

It is very true that the action of the staff of the general hospital in volun- 
tarily agreeing to limit their fees has been very important in making the cost 
as moderate as it is. 

The per capita cost for ward patients at the Massachusetts General Hospital 
for 1928 was $5.91 per day. However, with the Baker Memorial as a part 
of the general hospital a great deal of the overhead will be eliminated and we 
believe that this unit can be self-supporting, with the charges as previously 
stated. 

In establishing the rates as given, it was necessary to estimate the ex- 
pense of maintenance from figures obtained over a period of years at the 
general hospital. The following items were used: 

Heat, light, and power 

Water 

Food (employees’ and patients’) 

Laundry 

Supplies (medical, surgical, and general) 

Salaries 

Depreciation on equipment (10 to 15% of cost) 

To meet these expenses we have the following: 

Income from patients’ accommodations 

Special fees (surgical, medical, and obstetrical ) 

X-ray examination 

Telephone, luxuries (special foods) 
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In the expense items you will notice that interest on investments and de- 
preciation on the building are not listed. 

The Baker Memorial will be administered in the same manner as any other 
unit of the general hospital, under an assistant director. 

The nursing service in this building will be under the direct charge of a nurse 
who is an assistant to the superintendent of nurses of the general hospital. In 
addition to the pupil nurses there will be several graduate nurses on each floor 
to care for the patients. 

The Baker Memorial will have its own admitting office, bookkeeping office, 
record room, and x-ray room. These various departments, however, will be 
closely associated with the corresponding departments of the general hospital. 

The kitchens, under the supervision of a trained dietitian, will furnish the 
food for the patients and nurses in this building. 

There will be a clinical laboratory, under the supervision of a laboratory 
director, where all routine examinations for this hospital will be done. Any 
special work will be done in the large laboratories of the general hospital at 
cost. A school for laboratory technicians will be established. 

The supplies for this building will be requisitioned from the general hospi- 
tal and charges made in the same manner as is customary for other depart- 
ments. 

Patients may be admitted upon the recommendation of any physician, as 
is the custom now in the general hospital. Only members of the Massachusetts 
General Hospital staff will be allowed to treat patients in the Baker Memorial. 
Whether a person is eligible for admission or not must be decided in each in- 
dividual case. Certain points must be considered: the type of illness, prob- 
able duration and ultimate result, the amount and source of income, financial 
responsibilities, number of dependents, number of children—their ages and 
whether in school or college. Any individual unwilling to discuss these sub- 
jects freely with the superintendent on duty must be considered economically- 
minded but financially able to enter the private ward and must be refused ad- 
mission to the hospital for persons of moderate means. 

A reduction of rates cannot be granted under any condition. This building 
is to be self-supporting and the charges are as low as can be made at the pres- 
ent time. If a person is unable to meet these charges he must be cared for in 
the general wards of the hospital. 

Hospital bills will be payable in advance as is the usual custom, but in some 
instances arrangements may be made for weekly or monthly payments. 

In closing may we consider the following points necessary for the success 
of a hospital for persons of moderate means which is not endowed: 

1. A unit of approximately three-hundred bed capacity, fully equipped 
and free from indebtedness. 
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2. The unit to be a part of a large general hospital, preferably a teaching 
institution. 

3. The professional staff voluntarily to limit their fees. 

4. Admission only of those belonging to the class of persons of moderate 
means. 

5. The rates to be maintained at the minimum to meet expenses, with 
provision for time payments when necessary. 


NEW UNITS DEDICATED AT UNIVERSITY OF MINNESOTA 
HOSPITAL 


The dedicatory exercises for the new students’ health service and the out- 
patient department at the University of Minnesota Hospital took place in 
the hospital quadrangle Tuesday morning, October 1. The three new units 
were inspected by guests at the dedication, with student nurses acting as 
guides. In addition to the new buildings the cancer institute of the Univer- 
sity Hospital can be enlarged for research purposes and additional space in 
the health service provides two offices to each of the physicians. Four hun- 
dred permanent beds in the University Hospital will be available following 
the installations in the new wing. Formerly there were 260 beds. The next 
structural addition to the University Hospital will probably be the convalescent 
home. Paul H. Fesler is superintendent of the University Hospital. 


[13] 








ADMINISTRATION OF THE 
OUT-PATIENT DEPARTMENT’ 


By FRANK E. WING 


Director, Boston Dispensary, Boston 


E WILL RECOGNIZE at once, as I have no doubt the chairman must have 

W realized in assigning the topic, the impossibility of discussing this 

very broad subject within the time limitations of this paper. I pro- 

pose therefore to select only a few phases of the subject, and will attempt to 

discuss them from the practical rather than from the academic side of the 
questions involved. 

The term “out-patient work” is frequently understood to apply to various 

medical activities related to the care of ambulatory patients, whether con- 





We have often heard it said that a poor patient gets as good medical 
service from a public clinic as his rich neighbor receives from his 
private physician. The comment of those who are in a position to 
know is that equally often he can, but in many instances he doesn’t. 
The reason for this failure, which does not happen as often now as it | 
did in the past, when out-patient work was less highly organized, is | 
not in lack of professional ability of the clinic staff, but in poor clinic | 
administration. The out-patient clinic is the family doctor of the 
poor patient, but with this difference: the family doctor has the sole | 
medical control of his patient; he feels an individual responsibility 
for seeing the patient through. 











nected with a hospital or not. To avoid ambiguity I would like to direct our 
discussion to the out-patient department in an established hospital, recog- 
nizing at the same time that many, though not all, of the administrative prob- 
lems of an independent clinic or dispensary are identical with those which are 
met in the out-patient department of a hospital. 


EXECUTIVE RESPONSIBILITY 
With this definition in mind, the first question which I should like to dis- 
cuss is that of executive responsibility. Should the out-patient department have 
a separate executive head who, although responsible to the superintendent of 


1 Read before the Eighth Annual Session of the New England Hospital Association, Boston, 
October 22, 1929. 
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the hospital, has been endowed with practically complete authority in matters 
of administrative routine? Or should the hospital superintendent himself main- 
tain routine administrative supervision of the out-patient department in addi- 
tion to his duties in the hospital? The answer to these questions will be de- 
termined to some extent by the size of the hospital and by the number of 
patients treated in its out-patient department. In large hospitals with large 
out-patient clinics the volume of administrative detail is such as to make it 
physically impossible for one individual to handle without costly delays, which 
entail loss of efficiency, the many questions for immediate answer coming up 
simultaneously, in both branches of the institution, almost every minute of the 
working day. Such a condition requires a separate responsible administrative 
head for the out-patient department, not only for this but for another reason 
which I am about to mention. 

Hospital administration is concerned to a considerable degree with the 
administration of facilities for the care of patients in bed, a somewhat stable F 
population under control. The attention of the superintendent must be di- 
rected to caring for the physical needs as well as the professional requirements 
connected with the diagnosis and treatment of these patients. The out-patient 
clientele is of a different character. It is more fluid and dynamic, more difficult 
to control, complicated by the necessities of influencing the patient’s home 
and social relationships, of directing his home régime, and of getting him back 
to the clinic for further observation or treatment. This requires a different 
procedure from that of supervising the patient in the hospital, and constitutes 
another reason for a separate administrative head. 

In the smaller hospital the assistant superintendent, who will generally be 
a graduate nurse, will presumably be the out-patient executive. Unless the 
out-patient executive is a person of broad training in both nursing and medico- 
social lines, there is at once created the complication perhaps best expressed 
by the question: “What should be the relation of the social worker or the 
head of social service to the chief out-patient executive?” This situation will 
exist, whether the superintendent or the assistant superintendent of the hospi- 
tal is the chief executive officer in the out-patient department. 

The development of so-called “clinic management” in out-patient work has 
been largely through the medium of medical social service. We have come to 
recognize that the successful treatment of sickness is a matter not only of 
medical but also of social treatment. Mrs. J. cannot bring herself to a re- 
ceptive attitude for the undertaking of a long-drawn-out treatment for a bad 
heart or stomach condition requiring rest, diet, and mental repose while Mr. 
J. is out of work and the little J.’s are in need of food, clothing, and a mother’s 
home care. Consequently the doctor cannot make much headway in the 
improvement of Mrs. J.’s physical condition until the social and family prob- 
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lems are solved. This requires an out-patient technique quite apart from the 
medical and nursing handling of the case. Such handling requires a different 
training from that secured in a school of nursing and constitutes a special 
field in out-patient administration. 

If I were the superintendent of a small hospital maintaining an out-patient 
department, and if the funds at my disposal were not adequate to permit me to 
employ an assistant fully qualified to administer both the nursing and the 
social service activities of the out-patient department, I would depart from 
the traditional single responsible executive method and organize my out-patient 
department along functional lines. I would place the supervision of all tech- 
nical aids and processes related to diagnosis and treatment in a graduate nurse- 
assistant and the handling of patients as individuals in a medical-social work 
assistant, making each of them responsible to me. The nurse-assistant would 
be responsible for the supervision of nursing and operating room technique; the 
set-up of clinics; medical housekeeping, management of record room, x-ray 
and laboratory routine; preparing reports and abstracts of records; control 
of supplies; and would represent me in dealing with the outside public in all 
but social service matters. The social service assistant would be responsible 
for the admission of patients, their non-medical management in clinics, all 
paper work connected with their refers, transfers, and consultations in clinics, 
as well as all follow-up and social case work. Clinic employees, whether nurses, 
social workers, clerks, or technicians, would be responsible to each of the two 
assistants for the performance of those duties which fell in their respective 
executive fields. For example, a nurse in charge of a surgical clinic would be 
responsible to the nurse-assistant for those things which involved nursing 
technique and to the social service assistant for follow-up and those other things 
which came within the social work field. This is a method which has been em- 
ployed at the Boston Dispensary for several years, and we find that it works 
successfully. Cases for intensive social treatment are referred to a limited staff 
of social case workers who have no duties connected with clinic management. 
The p'an has proved to be both economical and efficient in securing the best all- 
round management of the individual patient. 


ADMISSION OF PATIENTS 


In an out-patient department where the number of new admissions does not 
exceed ten or fifteen a day, the function of admitting officer may also be ex- 
ercised by the social service executive provided this does not interfere with her 
main duties of supervision of case work. A patient properly admitted is well 
started on the road to treatment. By this I mean not simply that the patient 
has been assigned to the proper clinic, but that there has been gathered and 
noted on the admitting record all of the pertinent information necessary to 
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determine the medical and economic admissibility of the patient to the out- 
patient department (including determination of the fee which the patient shall 
pay) and, in addition, other information valuable to the doctor in the conduct 
of his examination and subsequent treatment of the case. The admitting desk 
is one of the key positions in the department. The investigation attendant on 
intelligent admission requires a background of training which enables the ad- 
mitting officer to visualize the home environment of the applicant and to se- 
cure from him a correct statement of his occupational and financial condition. 
She should be familiar, for example, with the prevailing wage scale in the 
various industries and with the industrial situation as to local strikes or the 
seasonal character of his particular trade, since these facts would have a bearing 
on whether his present savings were sufficient to carry him through the win- 
ter. She should be able to see the relation between the patient’s disability 
and the probable length and cost of treatment, and to weigh these probabilities 
against his savings and income in order to determine how much surplus there 
will be to pay for medical treatment after reasonable living expenses for himself 
and his family have been deducted. If the patient is admitted she must also 
have sufficient knowledge of anatomy and physiology in its relation to medical 
practice to enable her to assign him to the appropriate clinic. The background 
for this difficult task is best secured through training in medical social work, 
and it is for this reason that I suggest the possibility of using the social ser- 
vice executive in this position, if the out-patient department is too small to 
employ a separate admission officer with the proper qualifications. 


MEDICAL CONTROL 

We have often heard it said that a poor patient gets as good medical service 
from a public clinic as his rich neighbor receives from his private physician. 
The comment of those who are in a position to know is that equally often he 
can, but in many instances he doesn’t. The reason for this failure, which does 
not happen as often now as it did in the past, when out-patient work was less 
highly organized, is not in lack of professional ability of the clinic staff, but 
in poor clinic administration. The out-patient clinic is the family doctor of the 
poor patient, but with this difference: the family doctor has the sole medical 
control of his patient; he feels an individual responsibility for seeing the patient 
through. One of the criticisms of out-patient clinics is the frequent lack of this 
factor of responsible medical control, particularly where patients are allowed 
to decide for themselves which of several clinics they will visit on a given 
day. This is overcome to a large degree by administrative procedure which 
places full responsibility for each patient at any one time on a single de- 
partment or physician, regardless of the number of other departments or 
physicians interested in that particular case. This responsibility is best se- 
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cured by the administrative procedure which provides for a “control” depart- 
ment in every case. Under such a procedure the clinic which has the major 
interest in the case should be the control clinic and be held fully responsible 
for the medical management until treatment is discontinued or until the patient 
is discharged to some other clinic. A patient may be referred to another 
clinic for advice or for advice and treatment, but he must report back to the 
control clinic and may not be referred to a third clinic without the advice and 
consent of the clinic in control. 

Of even more serious import is the factor of delay which sometimes enters 
into the process of diagnosis and treatment of a clinic patient. Delays in 
getting laboratory, x-ray, basal metabolism, and other reports, as well as loss 
of time by booking ahead for from one to three weeks, result in proportionate 
loss of interest and co-operation on the part of the patient, impede the doctor 
in instituting treatment at a time when delays are serious, and break down the 
whole fabric of efficient medical service. Most of these defects are remediable, 
but success in the necessary speeding up of the machinery to correct them 
demands constant administrative attention. 


THE APPOINTMENT SYSTEM 


I will take up one more and final topic, namely, the appointment system. 
So much interest has been shown in recent years in the appointment system in 
out-patient work that I think its merits and limitations should be considered 
by all out-patient executives. In making this statement I do not wish it to be 
inferred that I think it is possible to administer an appointment system in con- 
nection with every clinic, nor that it will be administered in any clinic with 
100 per cent perfection. Certain clinics, which see a relatively large number 
of patients in a short period of time, will find it difficult to adhere to any system 
of appointment. It must also be remembered that an appointment involves 
at least two persons, the doctor as well as the patient, and that unless your 
conditions are such that you can reasonably depend upon the presence of the 
doctor, it is useless to attempt to undertake appointments with patients. 

At the Boston Dispensary, where the system has been tried in several clinics, 
we have found that not more than 70 per cent of patients seen in our morning 
clinics will keep exact appointments. They will come to the clinic on the day 
for which the appointment is made, but they will not time their arrival to be 
there at a fixed hour and minute. In the morning medical clinic new patients are 
booked to arrive at nine o’clock and old patients to arrive half an hour to an 
hour later. Appointments are made with forty or fifty patients each morning, 
allowing four or five patients to each member of the staff. A great many of 
the appointments are not kept, but the gaps are filled by emergency cases 
and by return patients coming without appointments. 
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We find that the system works far more satisfactorily in the evening medical 
clinic, where the patients as a class are more intelligent and where the time of 
the physicians, since they are paid, is at our command. In this clinic, ap- 
pointments are booked at fifteen- and thirty-minute intervals from 6:15 to 
8:30 p.M., allowing thirty minutes for a new patient and fifteen for a return 
visit. Each doctor’s card is filled out with appointments in a manner similar 
to that used in booking Pullman car reservations. This system is elastic, en- 
abling us to call in an additional staff member when the cards of all the others 
have been filled. Even with this pay clinic group there is a rather high per- 
centage of failure to keep appointments, but this loss is always equalized by 
new or old patients who come without appointment. 

I doubt very much the advisability of attempting to contract to see patients 
at definite hour and minute intervals. It is almost certain that the clinic 
will not keep its part of the contract. We have found that patients arriving 
on time by appointment often become more impatient and disagreeable over 
a delay of ten or fifteen minutes in being seen by the doctor than over a much 
longer wait without an appointment. Little difficulty is met in arranging with 
patients applying for the first time to return for examination on a subsequent 
appointed day, barring, of course, the acute case, which is seen on the day of 
application. Return on another day is far more satisfactory to the patient 
then waiting all the forenoon on the day of his first application, only to have 
to go away without being seen, as sometimes happens where the appointment 
system is not in use. 

At the present time our experience prompts us to favor a limited appoint- 
ment system wherever feasible. Such a system enables us to restrict the in- 
take of the clinic to the number of patients who can be seen by the staff, 
affords enough leeway to enable the staff to see the emergency case which 
arrives without appointment, and guarantees the doctor sufficient time in 
which to examine all patients assigned to him. More than this, it helps both 
the clinic executive and the doctor to make an orderly plan for the work of 
the day and to carry it out in an orderly manner. 


CONCLUSION 


I have now dealt briefly with six topics only, namely: executive responsi- 
bility; an executive out-patient organization for a small hospital; desirable 
qualifications for handling the technique of admission; how to secure full medi- 
cal responsibility for the individual case; the importance of avoiding delays in 
laboratory and other procedures; and the usefulness of the appointment system. 
I realize fully, however, that the subjects have been by no means exhausted, 
and hope that the treatment of some of them will furnish material for further 
discussion. 
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WHAT THE AMERICAN HOSPITAL 
ASSOCIATION EXPECTS OF THE 
RECORD LIBRARIAN’ 


By CHRISTOPHER G. PARNALL, M.D. 
Medical Director, Rochester General Hospital, Rochester, N.Y. 


EING A PRACTICAL MAN, in describing what the American Hospital Asso- 
ciation expects of the record librarian, I shall not try to picture per- 
fection, for this is seldom seen—even among hospital administrators! 

It would be very nice, perhaps, if all record librarians were perfect, but if they 
were, undoubtedly new positions would be created for them among the angels 
if there were no immediate vacancies to fill. The American Hospital Associa- 
tion is composed of a membership of men and women none of whom is perfect 
but most of whom are honest, efficient, and reasonable. Representing this 
group as well as I can, I should say that it expects the record librarian to meet 
certain reasonable or, if you will, minimum standards. The ideal librarian 
will establish the higher standards. We are interested in her attainments and 
we want to make use of her abilities but we are at the moment more concerned 
in setting up minimum standards below which no librarian would consider 
acceptable. This does not mean that we are not aiming high. It simply recog- 
nizes that in order to achieve practical results we must not aim too low. You 
are familiar with the minimum standards for hospital service set up by the 
American College of Surgeons. The establishment of these minimum standards 
has meant a great deal in the improvement of hospital service. Likewise, the 
Council on Medical Education of the American Medical Association has set 
up its minimum standards below which no hospital may be approved for 
the training of interns and residents. It has been difficult to develop these 
standards and to enforce their observance and it has taken a long time to 
reach the present-day conception of what hospital service should be. We 
are still a long way from realizing our ideals but there is satisfaction in the 
consciousness that we are making definite progress toward them. This gather- 
ing is only one of the many evidences of that progress. 

It is somewhat difficult to enumerate the qualities which a person in an 
organization such as a hospital must have. There are certain basic attributes 
of character that are common to all acceptable workers in the hospital and their 
possession should be taken for granted. Other qualities of mind or technical 
ability need not exist to the same degree in every person. Different work 
demands different and varying kinds and types of persons. 


1 Read before the annual meeting of the Association of Record Librarians, Chicago, October 16, 
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Even the same relative position in one organization requires, oftentimes, an 
entirely different kind of person than in another. We may go further and 
say that the same position in a hospital under changing conditions can ad- 
vantageously be filled by entirely different kinds of persons. I am going to 
try to give you some of my general ideas of what might be called “minimum 
standards” for hospital record librarians. I think probably you can improve 
on them, but at least we will have a starting point for discussion. 

In judging the hospital librarian many things must be considered, for a 
librarian might be perfectly satisfactory in one hospital but entirely out of 
place in another. Account must be taken of the nature of the work expected, 
the size of the hospital, the character of the service, and the type of staff. 
The broad abilities would not be demanded in a small community hospital 
that would be absolutely essential, say, in a large university hospital. In 
attempting to enumerate qualifications, therefore, I have in mind the li- 
brarian for the average general hospital. In general, however, what I am 
presenting applies to all librarians. 

Two somewhat distinct and yet closely related groups of qualities must be 
considered in setting a standard for the hospital record librarian. The first 
is that which has chiefly to do with the worker as a human being and includes 
natural traits and capacities together with the general background of educa- 
tion and experience, all making up the composite which we call “personality.” 
The second is that without which the individual cannot be expected to do suc- 
cessfully the work required of her. It has to do with technical training, knowl- 
edge of the job, ability, and efficiency—her special value to the hospital. 
These personal and technical qualifications are not so easy to define; the 
extent to which an individual worker must possess them and the proper 
proportion of each are matters not capable of exact definition. Certainly 
they are not all of equal importance. 

Leading all the rest are character and integrity. Indeed, no hospital worker 
is ever truly acceptable who is not honest, loyal, and reliable. No librarian 
can be said to meet even a minimum requirement if she is at all shifty, un- 
truthful, or disloyal. The very nature of her work demands steadfastness, 
true idealism, and an ingrained sense of responsibility. 

Intelligence.—Here is a chance for a little variation. A good degree of un- 
derstanding and intellectual capacity is essential but brilliancy is not required. 

Initiative and energy.—lf a librarian keeps her work up to date—and it is 
most important that she do so—she cannot be lazy. Certainly industry must 
be expected. 

Common sense.—This is a very necessary quality in any worker in any or- 
ganization. Occasions frequently arise when the librarian is called upon to 
use judgment and discretion. 
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Appearance.—The librarian comes into daily contact with people of taste 
and education. First impressions are often lasting convictions and a good 
appearance creates confidence at the start. Carelessness in dress and disregard 
of personal appearance often create an unfavorable opinion which is hard to 
change. 

Demeanor.—For one who comes into relationship with so many members of 
the hospital organization, a certain reserve or dignity is essential. The record 
librarian should be business-like. The record room is hardly the place for the 
frivolous or the kittenish. 

Disposition One absolutely necessary quality for a librarian, if she is to 
continue in the work, is the ability to get along with her associates and with 
the members of the medical staff. No record room can ever run satisfactorily 
without co-operation. If the librarian expects the members of the staff to work 
with her, she must work with them. She needs a sense of humor, and cheer- 
fulness on her part will make her own work and that of others easier. If 
she is tactful she will accomplish results with the least expenditure of energy. 

Culture.—As I see it, there can be no possible objection to the librarian’s 
being a lady. 

Devotion to work.—By this I mean her attitude toward her job, her interest 
in it, and her desire to make her calling a useful and dignified career. The 
right kind of record librarian is not simply a file clerk. She must have pride 
in what she is doing. 

Knowledge—Knowledge both theoretical and practical and gained from 
both training and experience will give the ability to put theory into practice. 
The record librarian should know the various nomenclatures, the advantages 
and disadvantages of various types of classifications, the merits of various filing 
systems. She must be familiar with the existing standards and alive to prog- 
ress in her particular field. 

Technical skill—Obviously it will be advantageous if she has dexterity and 
is familiar with methods so that she may carry out the technique of her work 
with dispatch and without lost motion. 

Accuracy and thoroughness—rThe worker in a record room must be sys- 
tematic, careful, and neat. The very nature of her work permits of no mistakes. 
One record lost and the chain is broken. Incomplete records are of little use 
and they clog the machinery. The record keeper must be the personification 
of persistency. 

Adaptability —The keeper of the record room should always be open to 
suggestions herself and ever ready to offer suggestions to others in an effort to 
improve the record forms and the care of patients. She must have good ideas 
and she must be able to “get them across.” 

Ethics ——The record librarian’s position is one of special trust. She is the 
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custodian of the records and of the information which they contain. She may 
come into possession of facts which should never be divulged. Under no cir- 
cumstances should she ever disclose what she may learn from records of pa- 
tients. The law recognizes this information as “privileged” and the hospital’s 
good name requires the utmost discretion and silence on the part of the 
custodian of the records. The record room is no place for one who cannot keep 
her own counsel. 

The combination of personal and technical qualifications here enumerated 
ought to assure a satisfactory worker, and in presenting them as constituting 
a minimum standard for the record librarian, we are at least a little more than 
hinting at what the American Hospital Association may reasonably expect. 

In attempting to visualize what the American Hospital Association expects 
of the record librarian, I might perhaps, without assuming too much, state 
briefly what I believe the American Hospital Association should expect from 
the Association of Record Librarians of North America. We expect you to 
co-operate with all other organizations in the hospital field having as their 
ultimate objects the welfare of the patient. We expect you to help train 
efficient workers and to continue, as time goes on, what you obviously are 
now doing most successfully in the way of raising the standards of the workers 
and their work. We expect you to set minimum standards which hospitals 
must recognize. We expect you through your enthusiasm to interest intelli- 
gent and qualified women in this most important hospital activity and then, 
when you have interested them and trained them, to help distribute them where 
they will do the most good. 





HOSPITAL A GIFT TO CARDINAL MUNDELEIN 


The Lewis Memorial Maternity Hospital, formerly the Lakota Hotel, Chi- 
cago, has been presented as a gift, with adjunct buildings, to His Eminence 
Cardinal Mundelein. The cost of reconstruction and equipment will total 
$600,000. 

Facilities for 250 mothers with incomes of $50 or less have been provided. 
The entire cost of prenatal, hospital, and doctor’s care to the mother, as well 
as the care of children under ten years of age, is included in a rate of $50. 
The Sisters of Providence of Montreal, Canada, will conduct the hospital. 
The hospital group will be ready for service by the spring of 1930. 
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THE HOSPITAL AS AN 
EDUCATIONAL UNIT 


By WALTER S. GoopaLe, M.D. 
Superintendent, Buffalo City Hospital, Buffalo, N.Y. 


OR MANY YEARS the hospital world devoted itself exclusively to applying 

and developing curative methods. The general public, therefore, has 

never regarded ‘institutions for the care of the sick as teaching centers 
in the ordinary acceptance of this term. A fair proportion of the public, in a 
vague sort of way, believes that the ward work of medical students is largely 
a matter of experimentation, with humans as the subjects. It has long been 
held by some, too, that nurses acquire the fundamentals of their vocation 
“practicing” in hospitals. These methods are apt to be considered as oppor- 
tunities for the advancement of manual dexterity rather than “book learning” 
—in other words, an apprentice system such as prevails in the plumbing shop 
and the trades generally. 

During the World War, however, a new educational venture poked its head 
into the hospital tent. It answered to the name of “Occupational Therapy,” 
an intriguing title offering only a faint suggestion of the classroom. 

With the development of preventive medicine in recent years, the scholastic 
picture in hospitals has changed not only markedly but rapidly. Modern 
general hospitals having the proper size and location are establishing them- 
selves as teaching centers, and interpreting this term broadly. Hospital and 
medical and dental school set-ups are now fairly numerous. It has been found 
that mergers of this sort are highly beneficial to all parties concerned. 

It is universally conceded that the first duty of any hospital is care of the 
patient. The educational program of an up-to-date general hospital, particu- 
larly one dealing with a liberal proportion of part pay and free patients, might 
be outlined as follows: 


1. Teaching activities for the benefit of the patient. 
(a) Care and treatment of disease. 
(b) Prevention of disease. 
(c) Vocational. 
(d) Cultural. 
2. Postgraduate and undergraduate teaching activities for: 
(a) Physicians. 
(b) Dentists. 
(c) Dietitians. 
(d) Nurses. 
(e) Technicians. 
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3. Research. 

In fact, the above is an outline of the Educational Extension Division pro- 
gram of the Buffalo City Hospital, an institution supported entirely out of the 
tax rate, which has a capacity of 863 patients and receives and treats all 
diseases. Its school affiliations are the University of Buffalo and the Buffalo 
Department of Public Instruction. 

A brief description of only that portion of the teaching plan affecting pa- 
tients is here set forth: 

(a and b). Care and treatment and the prevention of disease. 

Doctors, dentists, nurses, dietitians, and social workers combine in class 
work, laboratory, and bedside instruction for the patient designed to aid the 
treatment and care of the malady for which relief is sought. 

The elementary principles of applied physiology and allied sciences are also 
elucidated in order to help the patient get well and keep well. 

A few of the diseases for the relief of which patients receive special con- 
sideration along this line are diabetes, tuberculosis, heart disease, infantile 
paralysis, mental diseases, gonorrhea, and syphilis. 

(candd). Vocational and cultural education. 

This article is particularly concerned with these activities. All convalescent 
patients, including men and women, boys and girls, are required to register 
with the Educational Division, either for book work or hand work or both. As 
a result, 50 per cent or more of our patients are always enrolled as pupils. 
With a total house count at present of 944 patients on hand, our pupil regis- 
tration is 606. These figures confirm the statement that the Educational Ex- 
tension Division faces a problem of some magnitude. 

So-called occupational therapy is only a part of the program. The original 
exponents of the latter activity held that work so designated should have for 
its sole purpose the therapy of the particular disease involved, and that under 
no circumstances should it constitute a gainful occupation. We feel that a 
broader outlook is now desirable. 

All adult patients who have failed to complete the eighth grade in a public 
school, or its equivalent, or who do not speak the English language, are re- 
quired to do two hours of book work daily. If physically able, two hours of 
hand work is an additional requirement. 

Book work is given in classrooms or solaria whenever possible. Patients 
who cannot attend classes receive bedside instruction. 

Special attention is accorded Americanization work. During the year 1928- 
1929, for example, twenty-three patients took out their citizenship papers. 
As two years are required for final citizenship, few patients actually become 
citizens during their stay in the hospital. Last year one patient, a woman, 
enjoyed this honor, however. 
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This sort of ward work is made entertaining by the use of lantern slides, 
stereographs, magazines, maps, puzzles, and the usual methods of elementary 
grades. Annually in May the classes in Americanization present a patriotic 
play. 

The hand work used is not only designed as an aid to recovery, but also has 
in mind the economic improvement of the patient who is handicapped by 
disease, accident, retarded mentality, or lack of opportunity. 

Naturally our best results are accomplished with tuberculous patients, and 
those whose condition entails a protracted stay in the hospital. Typewriting, 
shorthand, business English, woodworking, basketry, weaving, metal work, 
leather work, sewing, toys, novelties, lamps, caning, upholstering, furniture 
repair and refinishing, printing, and many other lines are followed. 

Results are sometimes surprisingly successful. Several patients, in wheel 
chairs and apparently hopelessly crippled, have become expert typists. A few 
tuberculous patients mastered dictation and letter typing sufficiently well to 
accept positions after discharge. Separate shops are conducted for men and 
women, and the tuberculous and non-tuberculous patients are also separated. 
All articles are, of course, sterilized before being placed on sale. 

The print shop turns out letterheads, envelopes, billheads, clinical forms, 
bulletins, and all other ordinary printing or blanks used by the institution. 
One printer is employed to have charge of this shop. All of his helpers are 
patients. A short time ago the hospital discharged a man who had been em- 
ployed in the print shop for over two years. He was fully equipped to take his 
place in a commercial shop and had received all of his instruction during the 
convalescent period. 

Some tuberculous men are given light work in the greenhouses, gardens, 
and grounds of the hospital. 

Members of the sewing classes turn out nurse uniforms, caps, aprons, 
towels, masks, khaki suits for patients, and hospital gowns of all sorts. 

In the obstetrical ward, women awaiting confinement are required to make 
at least two sets of baby clothes if they have not already provided themselves 
with these articles. Those unable to pay are furnished materials. Many 
women are glad to make extra sets, which are given to pregnant patients un- 
able to sew. 

Daily the instructor makes rounds, canvassing every ward for the purpose of 
admitting new patients and assisting old ones. 

Many types of craftwork are successfully produced at the bedside, such as 
aprons, pillow cases, silk and parchment lamp shades, shopping bags, knitted 
and crocheted articles, brush brooms, braided rugs, raffia and reed work, art 
needle work, and fancy pillows. 

A specially designated nurse, whose duty it is to act as liaison officer be- 


[261 | 





i 
| 





AMERICAN HOSPITAL ASSOCIATION 
Ree —— ea --—— ———- +43 





tween the medical and educational departments, officially enrolls all new 
patients. This she does after consulting the physician in charge and upon his 
written order. No patient is permitted to do work that will in any way hinder 
his cure. 

Three hospital executives outside of the Educational Extension Division 
act as a check on the hand work activities, namely, the auditor, the purchasing 
agent, and the sales manager. The auditor handles all funds, pays the bills 
promptly, and issues patients’ checks every two weeks. The purchasing agent 
orders all supplies requisitioned by the director of Educational Extension. 
The sales manager is a very important person, because she is authorized to 
reject all articles having no commercial value. She also sets the purchase 
and sales prices. Hence she determines the profits. This plan has several 
advantages: no goods are sold on a “sob” basis; everything is bought and 
paid for in cash. The consignment plan is not in use. In order to keep down 
her inventory, the sales manager must see that sales move rapidly. So far as 
possible, pupils are paid by the piece. Where this is not feasible, the price is 
set on the basis of ten cents per hour. No patient is permitted to earn more 
than a dollar a day. The hospital thus offers every patient an incentive for 
industry. 

Everything made by the patients is offered for sale on the main floor 
of the building in specially designed cases. The cost of each article is ac- 
curately determined, the selling price fixed, and the profit divided equally be- 
tween the patient and the hospital after deducting the cost of all materials. 
If an article which has been accepted by the sales manager proves unsalable, 
the hospital stands the loss. Hence, before submitting an article for inspection 
and acceptance, the patient is usually careful to see that his product has been 
turned out in a first class, workmanlike manner. 

Between 1,000 and 1,500 visitors and other persons pass the sales counters 
daily, and little difficulty is experienced in selling all articles, without recourse 
to downtown sales or newspaper and mail exploitation. Neither is canvassing 
or “buttonholing” necessary. 

To date the Educational Extension Division has shown a considerable profit. 
During the fiscal year ending July 1, 1929, the total sales amounted to 
$9,516.35. The profit received by the patients totalled $3,961.14. The hos- 
pital received a like sum for its share. 

Arrangements have been made with a local savings bank to accept small 
deposits. Imagine what the possession of a bank book means to a patient 
who entered the hospital sick and broke. At the time of his discharge he has 
learned some simple manual procedure, and has sufficient money on deposit 
to tide over, in part at least, his unemployment period. 

A great deal of work is done by patients for the hospital, especially sewing 
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and similar activities. Here the hospital sets a price at the lowest prevailing 
market rate and, in taking half the profits involved, really enjoys a 50 per cent 
discount. 

Hospital out-patients are also eligible for book and hand work. They are 
enrolled in various classes along with ward patients. An out-patient is not 
accepted as a pupil unless, on account of his physical condition, he is unable 
to earn a living on the outside in the face of commercial competition. He is 
paid the same rate as the hospital workers and, in addition, receives a warm 
luncheon and two street car fares gratis. He, too, is restricted to a dollar a 
day for his earning capacity. This helps tide over many persons until they 
are fully recovered. 

The Educational Extension Division staff is composed of twenty-nine 
teachers, of whom twenty are furnished by the local Department of Public 
Instruction and nine by the hospital, including the director. In other words, 
the book work teachers are selected and paid for by the Department of Public 
Instruction and the hand work teachers by the Buffalo City Hospital. The 
former include special teachers in music, domestic art, domestic science, manual 
training, and physical education. 

One of the most appealing and interesting educational groups is the tuber- 
culous children. They spend much of their time out-doors. Inside the usual 
grade work of the public schools is followed. Special attention in this school 
is given to music and nature study. 

A circulating library for all hospital patients is also a valuable adjunct of 
the Educational Extension Division. The Buffalo Public Library has estab- 
lished a branch in the hospital, presided over by a librarian. Convalescents 
are permitted to come to the library room and choose their own books. A 
special cart filled with books is taken through the wards for bed patients daily. 
There are now approximately three thousand books in the library. It has been 
found by practice that about three books to every patient is the right propor- 
tion. The present circulation is about 150 books per day. This includes the 
following languages: Polish, Spanish, Italian, French, German, and Yiddish, 
with a good selection of history, travel, biography, fine arts, science, and fic- 
tion. The books used by patients are fumigated before being returned to the 
shelves. This library service is also available for employees. 

A day school for cripple’ ciIdren is also maintained in a separate building 
on the hospital grounds. ‘ihe structure, confined to one story, was specially 
designed for the purpose at a cost of $250,000. It is conducted under the joint 
supervision of the hospital, the School Department, and the Department of 
Health. The hospital furnishes the plant and equipment along with medical, 
nursing, dietetic, and administrative service. A warm luncheon is provided at 
noon, supervised by the hospital dietitians. The Board of Education furnishes 
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special equipment, transportation, and educational supplies, provides teachers, 
and directs the educational work generally. The Department of Health, 
through its school medical examiners and field nurses, examines and recom- 
mends all applicants. Buses call for the children at their homes each morning, 
and are used for the return trip in the afternoon. 

Applicants for admission are restricted to pupils who, on account of their 
physical condition, cannot make satisfactory progress in the ordinary public 
school classroom. 

In June, 1929, the number of children enrolled was 163. They range from 
kindergarten up to and including the eighth grade. Their school work is an 
adaptation of the usual curriculum. Last year fourteen boys and girls met 
fully the standards required for graduation and received diplomas entitling 
them to enter high school. 

In this fashion is the Buffalo City Hospital trying to aid the patient in his 
struggle to regain health by furnishing him with employment during con- 
valescence and, if necessary, by remedying his educational deficiencies. Our 
experience has been that study and work provide the patient with an excel- 
lent stimulus, leading to recovery. Pride in completed tasks, a handicraft, and 
a bank balance showing a weekly growth are lessons in industry, thrift, and 
self-respect. 

Last, but by no means least, a complete educational plan for patients is an 
excellent thing from the hospital point of view. The idle convalescent very 
readily develops into an individual fit only for “treasons, stratagems, and 
spoils.” Plotting against the management is a favorite indoor sport in many 
hospitals. The busy housewife long ago discovered that a great deal can be 
accomplished while the children are at school. We, too, have found that when 
the up-and-around patient is busily engaged with book or hand work, phy- 
sicians, dietitians, and nurses are free to concentrate their efforts on the real 
business of the day, that is, treating sick patients. 


It is an evil recklessness not to weigh one’s own deficiencies. 
—Benson 
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PROGRESS OF CANADIA NLHOSPITA LS 
IN THE PAST YEAR 


By Harvey AcNeEw, M.D. 


Director, Department of Hospital Service, Canadian Medical Association 


HE year of grace 1929 has been a very satisfactory one for the hospi- 
tals of Canada, not only in results achieved but in foundations laid 
for future progress. 

If one may quote from the foreword of the “Directory of the Hospitals of 
Canada” compiled by the Canadian Medical Association and recently issued 
by the Department of Pensions and National Health: 

“Hospital expansion is proceeding with ever-increasing rapidity. The general public 
is realizing, as never before, that the hospital is a real asset to the community. Today 
the tendency is not to duplicate hospitals where they already function, but rather to en- 
large existing institutions when possible. There is a strong tendency to favor fireproof 
construction, better food service, increased laboratory and x-ray facilities, and better 
housing for the nurses; the noise problem is being scientifically studied. Greater accommo- 
dation is being set aside for maternity patients; case and labor rooms are being provided 
and there is a laudable tendency to permit all maternity patients a private room for the 
first day following delivery. Increased initial cost is favored if it will result in a de- 
creased maintenance cost. 

“In studying hospital conditions in Canada, we have been impressed by the tremendous 
assistance given by the small hospitals to the communities served by them. Although 
working under great handicaps, these small hospitals and outposts have been instrumental 
in saving many lives and in ameliorating the hardships of the sick. In the more isolated 
and frontier districts they have been, indeed, a potential factor in promoting immigration 
and settlement. The municipal hospital scheme elaborated in the prairie provinces has 
proven quite successful; also, the “subscriber” system developed in the mining districts 
of Nova Scotia has proven to be a satisfactory means of supporting an institution.” 


CONTINUED HOSPITAL EXPANSION 

Possibly the most gratifying observation is the tremendous increase in hos- 
pital accommodation. Every single province reports hospital capacity taxed 
to the limit; many hospitals report constant waiting lists; and the building 
campaign, greater last year than ever before, bids fair to be still greater this 
year. A well-known hospital consultant has aptly made the statement that 
“in hospital construction, the next ten years belong to Canada.” Fine new 
hospitals or additions are now completed, or under construction, in Sydney, 
St. John, Montreal, Hull, Ste. Foy, Ottawa, Toronto, Sault Ste. Marie, Cal- 
gary, North Vancouver, Vancouver, Victoria, and Nanaimo. Among the 
many munificent donations to hospitals was the gift of $1,000,000 to a Toronto 
hospital by Mr. T. P. Loblaw and his associate, Mr. J. M. Cork. 

By the recent tabulation of our Department of Hospital Service, Canada 
has 886 hospitals with 74,882 beds; of this number 481 are general public 
hospitals, with 32,218 beds. The annual maintenance budget is over 
$51,000,000, and the total capital investment is in excess of $241,000,000. 
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The fourteen pediatric hospitals have 909 beds; 246 other hospitals provide 
3,119 pediatric beds as well. The total maternity accommodation, consider- 
ing all hospitals, is slightly over 6,000 beds. With the increasing popularity 
of hospital care among maternity patients, this particular service is almost 
always taxed to the limit. 

The scars of the long war years are still far from healed and many of 
Canada’s 144,000 wounded and 395,000 overseas sick are still fighting a 
discouraging battle against old wounds and disease. Of the sixteen hospitals 
operated by the (Federal) Department of Pensions and National Health, 
eight hospitals, totaling 3,225 beds, are maintained for the use of war veterans, 
many of whom have been under constant treatment for the past twelve to 
fifteen years. In addition the government has special contracts with 120 
civilian hospitals in various parts of Canada for the treatment of military 
pensioners, thus permitting these ex-soldiers to take treatment nearer home. 


THE PROVINCIAL HOSPITAL ASSOCIATIONS 

Noteworthy among the milestones passed last year has been the organiza- 
tion of two hospital associations in the Maritime provinces, the Hospital 
Association of Nova Scotia and Prince Edward Island, which had a most 
enthusiastic charter session in New Glasgow last August, and the New Bruns- 
wick Hospital Association. These associations are provincial in membership 
but have the strong support and co-operation of the Maritime Conference of 
the Catholic Hospital Association many of whose hospitals hold dual member- 
ship. Although the youngest in the family of provincial associations stretching 
from coast to coast, these two lusty infants promise to set a rapid pace for the 
older sister-associations. 

All of the provincial associations and the Maritime Conference of the 
C.H.A. had most enthusiastic sessions last year, several setting new attend- 
ance records. 

HOSPITAL WORK OF THE CANADIAN MEDICAL ASSOCIATION 


Of recent years there has been a tendency for the professional and the 
administrative groups in the hospital field to drift somewhat apart in their 
viewpoints. This can but be expected considering the highly specialized 
nature of the different branches of hospital work, but it is none the less highly 
undesirable and we are glad to note that this subtle tendency is now being 
definitely checked in Canada. For instance, last autumn in two western 
provinces the hospital and medical associations held meetings simultaneously, 
the medical men taking a laudable part in the programs of the hospital meet- 
ings. 

The creation of the Department of Hospital Service by the Canadian Medi- 
cal Association two years ago was a distinct advance in this direction. This 
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work was made possible by a generous grant from the Sun Life Assurance 
Company. By studying hospital problems, especially those of the smaller hos- 
pital, and gathering together valuable information on diverse hospital subjects 
this department has been able to be of considerable assistance to hospital 
executives and staffs in their various problems of construction, equipment, or- 
ganization, legislation, etc. The hundreds of requests now received annually 
by this Department of Hospital Service attest to the great need for some 
such central advisory bureau and reference library in Canada. Incidentally, 
a section of the Canadian Medical Association Journal is now at the disposal 
of this hospital department and in it appear short articles and editorials so 
written or selected as to stimulate the interest of the doctor in the general 
and non-professional problems of his hospital. 


THE MUNICIPAL OR CIVIC HOSPITAL 


One notes throughout Canada an increasing tendency to make the support 
of the hospital a civic responsibility. This is especially so in the prairie 
provinces where the “union” and municipal hospitals, owned and built by 
the municipalities, are the property of the people themselves. The largest 
municipally-owned hospital in Canada is the Ottawa Civic Hospital with a 
capacity of 625 beds, erected at a cost of $3,900,000. 

The civic hospital, as compared with the public hospital under private 
trusteeship, has one strong point in its favor: the deficits fall upon all the 
taxpayers rather than upon the charitable few. Also, as for example in Hamil- 
ton, privacy and service may be afforded patients at considerably less than 
cost, permitting the city as a whole to meet the increased deficit. However, 
it is common observation that civic hospitals seldom get the sentimental sup- 
port or the financial gifts accorded to the privately directed public hospitals. 
One regrets this decrease in philanthropic interest and it is to be hoped that 
the day will never come when hospitals will become merely an impersonal 
utility like the waterworks or the fire department. England is now seriously 
pondering this question, for the elevation in status of the poor law hospitals 
may seriously affect contributions to their world-famous voluntary institu- 
tions. 

OUT-PATIENT DEPARTMENTS AND DISPENSARIES 

Canada is a young country; its per capita wealth is high and compara- 
tively well distributed; its poor are largely centered in a few large cities; 
slum districts are very few and are exceedingly limited, if present at all. 
Consequently the dispensaries and hospital out-patient departments have 
not been developed to the extent observed in older countries. Every com- 
munity has its indigent, but in all but the larger centers these are cared for 
by the local physicians as part of each day’s service to humanity. In the 
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smaller hospitals, the medical staff is not as finely organized as it is in the 
larger hospitals, each doctor in the town or village having full hospital privi- 
leges, and in such hospitals it is a common procedure for each doctor to look 
after his own indigents, the ministrations of the “doctor of the month” being 
limited to the care of indigents not referred by any local practitioner. 

In the larger centers the usual out-patient department is maintained by 
the leading hospitals. These are well patronized, especially in Montreal, 
Toronto, and Winnipeg, the figures for the last hospital year for a number 
of the larger out-patient departments being as follows: 


Consultations 
I Perera 181,131 
WOR TIE TRIE ion noo a 6 cnc os cawncinc cpenecvs 77,385 
Royal Victoria Hospital, Montreal ..................... 67,165 
St. Michael’s Hospital, Toronto .............scsecceses 64,145 
Sick Children’s Hospital, Toronto ...............ccee0e: 62,129 
OE TE TE 8 8 KKeN Dev edanweeeracscuaaes 60,113 
L’Ho6pital Notre Dame, Montreal....................... 57,110 
Wineines Gomeral TOMO. .. . 2. cc cc cece cc vec cues 43,077 
Bee SUE TINE sin 5 cs ered eee snenaes 25,285 
St. Boniface Hospital, Manitoba........................ 19,579 
ene RE IND 6-0. 5 0 ae pve ewe tdeaee omens 12,750 
University Hospital, Edmonton ...........c0ccsccccscs 9,874 
General Public Hospital, St. John, N.B. ................. 9,319 
Vancouver General Hospital ..... 2.2.2.5. .2. ssc ecccese 7,216 
Peete: <A TR os 6 6 pen cen ee ewss inlaw ennes 7,045 
Bewetiont® Gomerel THOME . ... «v= eee ei se he cies easees 1,613 


The social service department, in the majority of instances, is maintained 
by the hospital itself. There is no fixed amount payable by the municipality 
to the hospital for out-patients, the lump sum or per capita grant, if any, 
being a matter. of agreement between the hospitals and their municipalities. 

While out-patient departments, as usually constituted, are limited to a 
few cities, the routine work of the local and provincial health services of the 
various communities is admirably supplemented by stationary and traveling 
health clinics, diagnostic clinics, tuberculosis clinics, dental clinics, health cen- 
ters, and baby and orthopedic clinics. These clinics or dispensaries are 
directed by the local boards of health or by private effort, such as the tuber- 
culosis associations, Junior Red Cross, or the Herzl, a Jewish organization in 
Montreal. Venereal clinics are now established in all large centers, usually 
in connection with hospitals. These clinics are directed in large part by the 
provincial governments or municipalities with the financial assistance of the 
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federal government and have been of material assistance in reducing the inci- 
dence of venereal disease. 


THE WORK OF THE RED CROSS SOCIETIES 

The pioneer districts of Canada owe a tremendous debt of gratitude to the 
Canadian Red Cross and its various provincial units. Scattered at strategic 
points along the 4,000-mile belt of Canada’s hinterland, these hospitals, out- 
posts, and nursing stations have been instrumental in saving thousands of 
lives, and the work of these devoted nurses and doctors forms an epic record 
of devotion and courage of which these two professions may well be proud. 

Altogether there are forty-seven Red Cross hospitals and stations, including 
three Junior Red Cross orthopedic units in the West. The majority of these 
are in northern Ontario and northern Saskatchewan. Quebec is now enter- 
ing this field, with the establishment of two nursing outposts on the Magdalen 
Islands. 

CRIPPLED CHILDREN 


The orthopedic work among crippled children has been organized to a high 
degree, thanks to the co-operation of the Junior Red Cross, the Rotarians, 
Shriners, Kiwanians, other service organizations, and the orthopedic surgeons 
themselves. Most of this special work is done in the twelve orthopedic hospi- 
tals or the well-equipped orthopedic departments maintained by thirty or forty 
of the larger general hospitals. In addition, especially in Ontario and the 
Maritimes, orthopedic clinics by outstanding men are held at strategic points 
from time to time. The work of the Ontario Society for Crippled Children in 
this regard has been particularly noteworthy. 


JOINT COMMITTEE ON NURSING 

An event of unusual importance was the formation of the Joint Committee 
on Nursing of the Canadian Nursing and the Canadian Medical Associations, 
under the direction of Professor G. M. Weir, of the University of British 
Columbia. This committee proposes to make a most exhaustive study of 
nursing, a study which will review the demand, the supply, the rural problem, 
nursing standards of education, the relation to the public and to the physician, 
the economic factors, and group nursing, to mention but a few sub-studies. 
Pupil versus graduate nursing, a perplexing problem in many hospitals, will be 
considered in this comprehensive survey, the report of which will be awaited 
with considerable interest. 

An increasing number of nurses desiring to become more proficient as 
administrators or supervisors are taking the diploma of the school for graduate 
nurses at McGill University or of the somewhat similar course offered by the 
University of Toronto. It is a wholesome and significant sign that graduates 
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of these schools are in considerable demand throughout the country for 
executive positions. 


INVESTIGATION BY THE ROYAL COMMISSION 


Partly because of a desire to further hospital progress and partly because 
so much has been said and written respecting the extravagance and mis- 
management of hospitals (often, we add, by those knowing very little of 
the problems and achievements of the administrators), the Ontario Govern- 
ment has appointed a Royal Commission on Public Welfare to investigate 
every phase of hospital activity. This is the most comprehensive survey of 
this kind ever undertaken in Canada. The three gentlemen chosen—an 
editor, a manufacturer and welfare worker, and a commissioner of a govern- 
mental department—are all keen, broadminded men fully cognizant of the 
responsibilities and potentialities of their trust, and they are leaving no stone 
unturned to prepare suggestions that should presage model hospital legisla- 
tion. Problems presented to this commission, with suggested solutions, by 
the Ontario Hospital Association include a better definition of residency; 
payment for motor accidents; sufficient municipal and provincial grants to 
cover cost of indigent care; remuneration for sailors, “drifters,” and indigents 
from without the province; subsidization of training schools, and the estab- 
lishment of diagnostic centers. 

Other surveys of a more local nature have been conducted by leading 
hospital authorities in Vancouver, Hamilton, Montreal, St. John, and New 
Glasgow, Nova Scotia. 

FIRE PREVENTION 

The sad calamity in Cleveland stirred this country as have few disasters 
in the past, the sympathy of our nurses and doctors being rendered even 
more heartfelt by the realization that some of the victims were our own early 
friends and classmates. Following the disaster, a national convention of 
fire marshals, hospital workers, and others interested in the hospital fire hazard 
was held in Ottawa, and the provincial governments urged that still more 
rigid precautions by the hospitals be insisted upon. A widespread use of the 
safety film has been the result of the recommendations of this conference, 
although no provincial government has, as yet, made its use definitely com- 
pulsory. British Columbia has invoked an old regulation requiring users 
of film to be licensed, and where a hospital desires to use the nitrocellulose 
film, it must now comply with the most rigid precautions. 


STILL ROOM FOR IMPROVEMENT 
Many milestones must yet be passed ere the hospital Utopia be rendered 
a reality and a vision no more, ere perfection stem our surge of effort. There 
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is still too much haphazard building of small hospitals in thickly settled rural 
communities, often the result of local pride, with consequent duplication of 
overhead, overlapping of districts, and inability to supply those advanced 
diagnostic facilities which are only feasible in larger institutions. Despite 
the great increase in hospital beds as a whole, there is still a dearth of accom- 
modation for the chronic, for the incurable, for the juvenile mentally defec- 
tive, for the convalescent patient—and there probably always will be, un- 
less some co-operative zoning scheme for hospital distribution is adopted, pos- 
sibly under governmental direction. 

One outstanding need at the present time is for better facilities for the 
treatment of drug addicts. Like every other civilized country, Canada has 
had to combat that most insidious of all curses, the narcotic evil, it being 
estimated that there are now some eight thousand addicts in this country. 
At the recent Conference on Medical Services held in Ottawa, Col. John 
Amyot, Deputy Minister of Pensions and National Health, emphasized the 
necessity of improving our therapeutic facilities for these patients. He inti- 
mated that the general hospitals might have to be asked to provide accommo- 
dation for drug addicts, which would be a more economical solution to the 
therapeutic problem than the erection of special hospitals. Realizing the 
additional responsibility and strain which would be placed upon these hospitals 
selected for this duty, the conference passed a resolution favoring the “care 
and treatment of drug addicts in such institutions as the government may 
designate for this purpose,” adding that such institutions should be able to 
hold these patients on legal commitments and should be properly reimbursed 
for this added expense. 


HOSPITAL FOR CRIPPLED CHILDREN DEDICATED 


The new Eustis Hospital for Crippled Children at the University of Minne- 
sota was dedicated October 1 in connection with the convention of the North- 
west Public Health Association. Dr. Ray Lyman Wilbur, Secretary of the 
Interior, delivered the principal address. Dr. C. E. A. Winslow, chief of 
the department of health at Yale University, Dr. Lotus D. Coffman, chan- 
cellor of the University of Minnesota, and Dr. Harold S. Diehl, chief of the 
department of preventive medicine and public health at the University, were 
on the program. 
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HOSPITAL SERVICE FOR PATIENTS 
of MODERATE MEANS 
By Nites CARPENTER, Ph.D. 
Washington, D.C. 
ERSONS of moderate means, thronging in increasingly large numbers 
to hospitals for care in times of illness, have created a new and serious 
problem in the hospital world. Hospitals originally were designed with 
large wards primarily for the poor; later they added single rooms for well-to-do 
patients. Fifty years ago persons who were neither rich nor poor, but be- 
longed instead to that large, if vaguely defined, group known as the middle 
class, rarely sought hospital care except in cases of emergency. Today, how- 
ever, this situation no longer exists. Hospitalization has become a common 
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corollary of illness. Patients of all social groups, the moderately well-to-do 
no less than the rich and the poor, are demanding hospital care. 

A study was undertaken to ascertain how the hospitals of America are 
meeting the new demands made on them by these patients of moderate means. 
It was found that hospital executives are, for the most part, wide awake to 
the problems confronting them. Many of them are readjusting the services 
of their institutions—making changes in structure and administration—in order 
to provide facilities better adapted to the needs of patients of this class than 
have been provided in the past. 


ACCOMMODATIONS PROVIDED FOR PATIENTS OF 
MODERATE MEANS 
The change in physical structure of the hospital is probably the most striking 
of the various adjustments which have been made in providing hospital care 


Epitor’s Note: THE BULLETIN of the Association, with the generous consent of the 
Committee on the Cost of Medical Care, presents to the hospital field an abstract of that 
committee’s Report on Patients of Moderate Means. The study of hospitals made by 
this committee has been exhaustive and its conclusions are eminently sound. Hospital 
people should familiarize themselves with the work of this committee. A limited number 
of copies of this report is available for distribution. 
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for patients of moderate means. The traditional clear-cut division of the hos- 
pital into a series of large open wards, on the one hand, and a number of 
single rooms on the other, seems to be giving place to a graduated series of 
accommodations in some degree comparable to those found in a modern hotel. 

Evidently but few hospitals now fail to provide, in some measure, one or 
more of three types of accommodations regarded as especially suitable for 
patients of moderate means—that is, beds in semi-private rooms, beds in 
small wards, and relatively inexpensive single rooms. Of the 270 hospitals 
which responded to an inquiry concerning the types of accommodations avail- 
able, 259 have single rooms, and 238 have semi-private rooms. Large wards 
are to be found in 172 hospitals, small wards in 147. Sixteen hospitals re- 
ported wards with cubicles. 

The combinations of accommodations most frequently reported by the 270 
hospitals are as follows, in the order given: (1) large wards, semi-private rooms 
and single rooms; (2) large wards, small wards, semi-private rooms and single 
rooms; (3) small wards, semi-private rooms and single rooms. Only fifteen of 
these hospitals limit their accommodations to large wards and single rooms— 
that is to say, the type of arrangement typical of the hospital of an earlier 
generation. 

The proportion of beds in the various types of accommodations has changed 
radically in recent years, according to data furnished by nineteen architect 
members of the American Hospital Association. Each of these architects re- 
ported the number of beds in each of the several types of accommodations in the 
hospitals designed by him during the years 1908, 1918 and 1928. The most 
striking result of this inquiry is the evidence of a falling off in the percentage of 
beds in large wards. In 1908 about 28 per cent of the beds provided for in the 
hospitals designed by these architects were in wards of ten beds or more. In 
1928 only seven per cent were in such wards. 

The proportion of beds in semi-private rooms increased over the twenty- 
year period from 10 per cent of the total number of beds in the hospitals de- 
signed in 1908 to 23 per cent in 1928. A moderate increase in the proportion 
of beds in single rooms was reported. The proportion of beds in small wards 
remained about stationary. 

The number of beds available in each of the several types of accommoda- 
tions is of primary importance to the patient; for, where there is a shortage 
of beds relative to the demand for any particular class of service, the proba- 
bilities are that the patient will be unable to secure this type of service when 
he is in need of hospital care. For example, a certain large hospital in a Middle 
Western city is equipped with small wards and semi-private rooms, as well 
as single rooms; but it has 326 beds in single rooms, as against seventy-seven 
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beds in semi-private rooms and twenty-eight beds in small wards. It is ob- 
vious that, under ordinary circumstances, the patient entering this hospital 
will find it much more difficult to obtain accommodations in a small ward or 
a semi-private room than in a single room. Information concerning the number 
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of beds in different types of accommodations has been obtained from 467 
hospitals with a total capacity, exclusive of large wards, of 59,141 beds. As 
Figure 1 shows, more beds are to be found in single rooms than in either 
semi-private rooms or small wards, there being 26,900 beds in single rooms 
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as compared with 15,437 beds and 16,804 beds in semi-private rooms and 
small wards, respectively. Obviously, these proportions would vary widely 
among hospitals and communities. 

One hundred and twenty-one hospitals, out of 132 whose letters tell of 
future plans, include the provision of special facilities for patients of moderate 
means. Twenty-one hospitals reported that their contemplated new construc- 
tion is to be primarily for the use of such patients. 

An outstanding example of a hospital that is planning its new construction 
with explicit reference to “middle-class” patients is the Massachusetts General 
Hospital of Boston. This institution is now building a “hospital for people of 
moderate means.” It is to contain three hundred beds arranged in wards of 
nine cubicles, four-bed wards, two-bed semi-private rooms, and single rooms. 
The rates are to vary from $6.50 per day for single rooms to $4.00 a day 
for cubicles. It is anticipated that these charges will yield an income equiva- 
lent to current operating expenses exclusive of capital charges. 


Hospital administration, as well as hospital construction, appears to be under- 
going a transition pointing toward a greater accessibility of hospital care to the 
middle-class patient. One notable change is the tendency to break down the 
old hard-and-fast distinction between “private” and “ward” patients. Twenty 
years ago the patients of the typical hospital, very much like the passengers 
in a trans-Atlantic liner, were segregated into two sharply defined classes be- 
tween which the cleavage as to status, privileges, and type of care was almost 
absolute. Today the lines between these groups are giving way. Passengers 
in the “steerage” (that is, the ward) are beginning to receive some of the 
privileges heretofore associated only with the “first cabin” (that is, the pri- 
vate room), and a new “cabin class” of accommodations (the semi-private 
room and the small ward), intermediate in physical equipment and in ac- 
companying privileges between these two extremes, has made its appearance. 

As the percentage of beds in small wards and semi-private rooms grows, 
the unit cost to the hospital of caring for patients also increases. The hospital 
thus faces an additional problem of rate adjustment. 


RATES CHARGED FOR HOSPITAL SERVICES 


The problem of providing hospital care to the middle-class patient is largely 
a question of cost. To the patient, of course, the price charged for hospital 
care is a matter of paramount importance. The hospital is also concerned in 
this matter, for no institution, even if heavily endowed, can ignore the relation 
of income to expenditures, and many hospitals—particularly those proprietary 
in nature—are compelled to meet all expenses out of the income received from 
their patients. 
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Hospital charges are of two sorts: first, the daily or basic rate for room or 
for bed, including food, nursing and such services as the hospital provides under 
general care; second, extra or special-service charges. 

The basic daily rates charged for beds in various types of accommodations 
are shown in Figure 2. As the chart indicates, prices charged for single rooms 
are higher than those charged for beds either in semi-private rooms or in 
small wards, the prices most frequently charged for the former ranging from 
$5.00 to $6.99 per day, as against $3.00 to $4.99 per day for each of the 
latter. Only 20 per cent of the beds in single rooms can be secured for less 
than $5.00 per day, while about 72 per cent of those in semi-private rooms and 
93 per cent of those in small wards are priced at less than $5.44. 

Moreover, the upper limit of the price range for single rooms is much higher 
than is the case for beds in small wards. Over 1,400 of a total of 26,900 single 
rooms are priced at $11 per day or more, whereas only four semi-private room 
beds of a total of 15,437 are so priced. There are no small-ward beds reported 
at more than $9.00 per day. 

As between beds in semi-private rooms and small wards, such difference as 
exists reveals a lower limit for the price range of small-ward beds. About 
5,400 of a total of 16,804 small-ward beds are available at less than $3.00 
per day, as compared with about 1,700 of a total of 15,437 semi-private 
room beds. 

Extra or special-service charges for operating room, anesthesia, laboratory 
service, x-ray, special nursing, and the like may, in certain cases, bring the 
patient’s expenditures for hospital care up to an unexpectedly large total. 
The short-stay patient may find that they are as great as the charge for his 
regular daily care or even greater. 

In order to lighten the burden imposed by these charges, a number of the 
hospitals participating in this study have inaugurated one of the following 
measures: the graduation of special-service charges; the elimination of these 
charges; or the placing of such charges on a flat-rate basis. 

The graduation of special-service charges according to the type of accom- 
modation occupied is the means adopted by some hospitals to adjust such 
charges to the financial capacity of the patient of moderate means. That is 
to say, charges for various services, such as use of the operating room, labora- 
tory examinations, and x-ray service, are lower in some hospitals for patients 
occupying beds in small wards and, in certain cases, in semi-private rooms 
than for patients in private rooms. 

Some hospitals have taken the position that a number of the services for 
which special charges have traditionally been made should be included in 
the regular care for which the patient pays in his basic or daily rate. They 
feel that, as medical science and hospital practice have developed, those 
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services which at first were considered as exceptional and “extra” are now to be 
regarded as belonging to the normal routine of hospital care, and not, therefore, 
as the occasion for special charges. So far as has been determined by this 
inquiry, no hospital has eliminated all forms of special-service charges. Prob- 
ably the charge most frequently included in the basic rate is that made for 
laboratory examinations. Some hospitals make no extra charge for the use 
of the operating room to patients in certain accommodations. One makes 
no charge for special graduate nursing service for patients in wards when such 
service is “requested by an attending physician for definite clinical reasons.” 
Others have built up their regular nursing service to such a point that special 
nurses are required seldom, if at all. 

Flat-rate service charges have been adopted by some hospitals in order to 
lessen the unpredictability and unevenness of hospital charges. Laboratory 
examinations constitute a form of service which seems to be particularly amen- 
able to the establishment of a charge on such a basis. 

Inclusive charges for three forms of hospital service which have been en- 
countered during the course of this study cover all the care required-by pa- 
tients during their entire hospital stay. These are: obstetrical service charges, 
tonsillectomy service charges, and diagnostic service charges. 

A particularly interesting example of the inclusive maternity-service charge 
is that which has recently been installed in the Vassar Brothers’ Hospital at 
Poughkeepsie, New York. This hospital is encouraging prospective mothers 
to receive proper prenatal care and also to come to the hospital for their con- 
finements. An inclusive flat rate, regardless of the length of stay in the hos- 
pital, is made to all mothers who have had prenatal care which the hospital 
staff considers adequate. The rate includes all laboratory examinations, use 
of the delivery room, and board and care of the baby. For semi-private 
patients the total charge is $65 and for ward patients $35. 

Inclusive rates for tonsil operations have been inaugurated at Delaware Hos- 
pital, Wilmington, Delaware, covering operating room and bed for twenty- 
four hours for various grades of accommodations. The charges are $10 for 
private patients, $8.00 for semi-private patients and $5.00 for ward patients. 


FINANCIAL ADJUSTMENTS 

Illness creates an emergency. Often it is sudden and unforeseen. Seldom 
can the patient with impunity make the care of his illness wait upon his per- 
sonal convenience or his financial condition. Therefore, the average patient 
may occasionally find himself in urgent need of medical treatment, under such 
circumstances as to make it difficult to meet all the costs of his hospital care, 
his medical attendance and other items of expense growing out of his illness. 
In such a contingency the necessity arises for some special kind of financial 
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adjustment. Various devices have been adopted recently by some hospitals 
to ease the financial burden of the patient in such circumstances, and at the 
same time to assure to the hospital as large a financial return as can reasonably 
be expected. These devices have to do, first, with the selection of patients 
eligible for financial adjustments; second, with the procedure employed in 
making adjustments; and, third, with the types of adjustments made. 

Selection of patients eligible for financial adjustments in the past was based 
usually on the type of accommodation occupied by the patient. That is, spe- 
cial financial arrangements were very often made for ward patients—almost 
never for patients cared for in single rooms. In some hospitals patients be- 
longing to certain occupational groups, such as the ministry and teaching, 
received concessions in connection with their hospital bills. Although many 
hospitals still make adjustments almost solely on the basis of one or the other 
of these classifications, there is evidence that such rigid rules are being 
abandoned. Instead, each patient is considered on the basis of his particular 
social and economic requirements. The Saginaw General Hospital, Saginaw, 
Michigan, for instance, on its interview memorandum sheet calls for informa- 
tion from the patient regarding unemployment, debts, and illness of other 
members of his family. The Buffalo City Hospital, Buffalo, New York in- 
quires not only into the patient’s income, but also into the size of his family, 
his current expenses, his debts, the resources of his relatives, and the owner- 
ship of his home. 

Procedures employed in making special adjustments with patients seem 
to vary considerably among hospitals. Generally significant, however, is the 
emphasis now being placed on a sympathetic and tactful approach to the prob- 
lems of the patient, as indicated by the type of person on whom the responsi- 
bility for special adjustments is placed. Of 187 hospitals which supplied in- 
formation on this subject, eighty-four entrust the making of special financial 
arrangements to their superintendents only; fifty to social workers or ad- 
mission officers; and thirty-seven to members of the business staff, many of 
whom have the training or viewpoint of social workers. Sixteen hospitals make 
special arrangements on the recommendations of other persons—physicians, 
clergymen, and officers of public and private social agencies. 

The most common type of adjustment, judging from the replies of the 236 
hospitals who answered a question on this subject, is the reduction or remission 
of charges. The reduced or rebated hospital charge has the advantage of being 
so flexible as to permit of close adjustment to the patient’s financial condition. 
It does, however, involve a heavy drain upon the hospital’s resources. It is 
also questionable whether it is suitable to the members of the middle-class 
group who are in the habit of paying for the goods and services that they 
require and who do not seek favors which have a tinge of charity. 
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A deferred or installment basis of payment has been inaugurated by some 
hospitals in an effort to avoid these disadvantages. In some instances those 
hospitals which have adopted the policy of extending credit to their patients 
have succeeded in collecting all but a small fraction of the amounts due to 
them. The Memorial Hospital, Worcester, Massachusetts reports collecting 
all but 5 per cent of its accounts. The Deaconess Hospital of Spokane, Wash- 
ington places some of its accounts on a schedule of monthly payments ranging 
over a period as long as three years and appears to be experiencing no great 
difficulty in making collections. On the other hand, some hospitals report 
unfortunate experiences with installment payments. The New Rochelle Hos- 
pital of New Rochelle, New York has had a particularly disastrous experience 
with this type of arrangement. While the data available for this study do not 
permit any complete reconciliation of these divergent experiences, it may be 
suggested that the degree of success achieved by a policy of granting deferred 
payments may depend upon the extent to which such a policy goes hand in hand 
with a careful preliminary investigation and a definite procedure for collections. 
It can at least be stated that most of the hospitals reporting a satisfactory ex- 
perience with deferred payments also devote considerable attention to investiga- 
tions and collections. 

A change seems also to be under way pointing to closer co-operation be- 
tween the physician and the hospital in their financial relations with the pa- 
tient. In some cases the fee which the physician charges to his well-to-do 
patients is explicitly limited by the hospital. In others there is an informal 
understanding between hospital and physician to much the same effect. In one 
or two institutions reporting, the hospital acts as agent for the physician in 
collecting fees from patients. The general import of all these arrangements 
appears to be that there is a slowly crystallizing recognition that the interests 
of hospital, physician, and patient are best served where the patient’s total 
financial outlay for his illness is considered as an economic unit and where 
some kind of agreement exists between all three parties concerning its amount 
and distribution. 

An important question, it may be pointed out in conclusion, remains un- 
answered by this study: Would the patient of moderate means be able to pay 
for his hospital care even if the entire hospital world should adopt every one 
of the new policies outlined in this study? Hospital service is expensive, and 
developments in medical science and hospital management may add new ele- 
ments of cost. It is possible, by increased efficiency of administration, to 
reduce costs somewhat. It is also possible, as the foregoing study has sug- 
gested, to equalize the burden of hospital costs or to lessen their impact upon 
individual patients. But, when all is said and done, the question still remains: 
Can the patient of moderate means normally pay for his hospital bed, his 
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“extras,” his special nurse, and his physician out of his own individual in- 
come? It may be that he can. Some hospitals, at least, believe that he can 
and have set out to give him service on this assumption. 

A satisfactory elucidation of this fundamental problem may be available 
in the not too distant future. The hospitals offering their facilities explicitly 
to patients of moderate means will have accumulated a valuable fund of ex- 
perience within a few years. In addition, basic studies of hospital costs, of 
distribution of wealth throughout the population, and of possibilities of in- 
surance against the expenses of sickness must be undertaken in order to 
throw light upon many issues that are now obscure. All of these sources of 
information may provide the data upon which can be based a satisfactory 
answer to the question. 


THE NEW CHICAGO LYING-IN HOSPITAL 


With thirty-four years spent in improving obstetrics, the Chicago Lying-in 
Hospital pledged itself to further service to American mothers in the laying 
of the cornerstone for the new $1,800,000 hospital on the University Campus. 
Three hundred persons, most of whom had contributed to the project, attended 
the ceremony. Mrs. Kellogg Fairbank, president of the hospital board and 
head of the committee that raised the fund, spread the mortar with the same 
silver trowel used sixteen years ago when the old Lying-in Hospital was 
started at 51st Street and Vincennes Avenue. 

“This is not just another hospital,” Dr. J. B. DeLee said: “It was founded 
with the particular purpose of raising the standard of teaching and practice 
of obstetrics .. . . the art of obstetrics is not held in high enough esteem. 
Over 20,000 women die in childbirth in this country each year, and 100,000 
babies die. Millions are damaged physically following childbirth.” 
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PROTECTION OF MOTHER AND BABY 
AGAINST INFECTION IN 
MATERNITY WARDS' 


By Harmon P. B. Jorpan, M.D. 


Superintendent, Providence Lying-in Hospital, Providence, R.I. 


HE protection of the mother and baby against infection in the wards, 
To course, begins long before the patient gets to the ward, and depends 

almost wholly upon certain well known principles. At least these prin- 
ciples should be well known, for Dr. Charles V. Chapin and Dr. Dennett L. 
Richardson have been preaching them for the past twenty years. That these 
principles are of great value has been demonstrated at the Providence City Hos- 
pital during the last two decades and in a great number of hospitals through- 
out the country during a shorter period of time. 

Surgical asepsis applied to medical care of patients is the principle, summed 
up in a single sentence. This sounds simple enough and is simple enough. 
The chief difficulty lies in the application of asepsis. It requires conscientious, 
whole-hearted effort on the part of the medical, surgical, and nursing staffs 
and while we strive for perfection, knowing full well that this state never will 
be reached, we can be comforted by the knowledge that the distance we fall 
short of our goal will be largely determined by the intelligence and care with 
which these known principles are applied. 

Whether or not a person develops an infection will be determined by three 
factors: the patient’s resistance or natural immunity to infection; the number 
of organisms introduced; and the virulence of these organisms. A given pa- 
tient may have a high resistance to a certain strain of streptococcus, but a 
large number of especially virulent organisms may be introduced—enough to 
overcome the patient’s resistance—and infection results. A patient may have 
a normal resistance under ordinary circumstances, but the strain of a difficult 
pregnancy, followed by a difficult labor, may temporarily so lower that re- 
sistance that the introduction of a small number of organisms of ordinary 
virulence may result in an infection of extreme gravity. 

Consider that any or all of us at times harbor organisms which are not harm- 
ful to us but, transmitted to others, may cause disease, or may cause disease 
in ourselves if our resistance be lowered from any cause. In the case of the 
parturient mother, we have to recognize an especially fertile field for infec- 
tion. 

So it is reasonable to say that the chief sources of infection are the patient 


1 Read before the Eighth Annual Session of the New England Hospital Association, Boston, 
October 23, 1929. 
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herself, counting the mother and infant as one patient, the physician or sur- 
geon, the nurses or attendants, and visitors. Articles which come in contact 
with the patient may be sources of infection, but are of secondary importance 
to the living laboratories first enumerated. 

For this reason, careful medical histories of the patients covering at least 
ten days prior to admission must be taken, with the plan in mind of isolating 
and taking extra precautions where the patient has herself had sore throats, 
ordinary colds, erysipelas, or other infectious disease or has been intiinately ex- 
posed to such conditions before admittance. When she has been properly iso- 
lated and extra precautions have been taken to prevent her becoming a menace 
to others, we have completed our first duty. 

When interns, nurses, and attendants are suffering from minor infections 
such as sore throat, colds, skin infections, furunculosis, impetigos, paronychia, 
etc., they should be removed from the care of patients. Members of the staff 
should be as rigidly excluded when they lack the good grace to retire volun- 
tarily themselves. 

We all take pride in the growth of institutions with which we are connected, 
but we are not doing justice to the public when we crowd in more patients than 
can adequately be cared for by our nursing force, or place beds so close to- 
gether that the patients suffer from intimate contact with each other. Hun- 
dreds of executives know to their sorrow that when the nurses are overworked, 
the patients get inadequate care, and when we are overcrowded, our per capita 
costs are less but our other troubles, especially infections and morbidity, are 
multiplied tremendously. Therefore, we are not justified in accepting more 
patients than we can adequately care for. 

Having brought the prospective mother into the hospital and assured our- 
selves that she is going to be properly taken care of and not exposed to ad- 
ditional risk of infection, let us see her safely through childbirth and dis- 
charged to her home. From the time of her admittance to her discharge, 
every precaution and every safeguard must be established, with the end in 
view that her convalescence shall be normal, if humanly possible, and that 
no infection shall occur in mother or baby. 

Recognizing puerperal sepsis in the mother and gonorrheal ophthalmia, 
pemphigus, and thrush in infants as the four horsemen of the Apocalypse, let 
us not overlook the host of lesser infections which not only add to our mor- 
bidity rate and give the hospital executives additional grey hairs, but are 
in themselves an indicator that all is not well within our organizations—that 
a cog is slipping at some point—and determine their source and correct this 
trouble before some graver infection looms up. 

Fundamentally, a well planned hospital divided into small units for both 
mothers and infants with handy wash-ups is desirable. But almost any large 
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ward can be so divided and running water added at small expense. Given 
small units with adequate water supply so that all attendants may wash their 
hands frequently, then a rigid technique must be established—a technique 
which is not too difficult and not too hard to understand and has no ridicu- 
lous refinements that will bring it into disrepute with the nurses and doc- 
tors. 

Beginning in the out-patient department in the prenatal clinics, no aseptic 
technique is necessary prior to the last six weeks of pregnancy. During this 
six weeks’ period, no vaginal examination should be made except with the strict- 
est asepsis. 

Upon admittance to the hospital, the pubis, perineum, and anal region should 
be carefully shaved, and if labor is not too active, a cleansing bath given 
on a bath slab. Only rectal examination should be allowed as routine. Should 
a vaginal examination be considered advisable, the patient should be trans- 
ferred to a delivery room and the vaginal examination be made with every 
aseptic precaution and the same care that would be exercised in the perfor- 
mance of a major surgical operation. With a knowledge of any disproportion 
existing between the infant’s head and the maternal pelvis, one vaginal ex- 
amination should be sufficient to ascertain any additional knowledge needed. 
All further examinations to determine progress should be rectal. 

The perineal area should be covered with a sterile pad, to be changed after 
each examination. 

The preparation for delivery consists of careful scrubbing of the area from 
the umbilicus to the knees with soap and water for a five-minute period. This 
area is then painted with Scott’s solution, and when the patient is to be de- 
livered, the process is repeated, before draping. 

Needless to say, every precaution is taken at delivery that would be ob- 
served at any major operation. There is no unnecessary handling of the baby. 
It is taken in a sterile blanket and transferred immediately to the nursery, 
where nursery nurses give it one cleansing bath, rubbing it over from the top 
of the head to the soles of the feet with 5 per cent-ammoniated mercury oint- 
ment. No more water is used on the baby until it is discharged from the hos- 
pital. Daily it receives an inunction of sterile cottonseed oil, and any soiling 
from feces, etc. is cleansed with sterile oil applied on sterile cotton swabs. 
This method of prevention of pemphigus was described by Doctor Chadwell at 
the Massachusetts Homeopathic Hospital and I cannot overemphasize its value. 
After continual recurrences of this disease for a period of two and one-half 
years we adopted this method, with immediate and striking results. Only one 
case has occurred since its adoption, and that in a ward where the method is 
not in use. 

The other method of caring for infants is perfectly successful—that of in- 
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dividual trays for the infants—but it is more time-consuming and therefore 
somewhat more costly. It limits direct contact between infants, however, 
and for that reason alone is probably worth the additional time and trouble. 
It has proved eminently successful in our private wards and equally successful 
in other hospitals where it has been done carefully. 

Returning to the mother we left, after delivery, in the delivery room, it 
is necessary to know what disposition shall be made of her. Has there been 
exposure to any infection at home? Was she delivered at home under ques- 
tionable conditions? Were vaginal examinations made at home prior to her 
removal to the hospital, and possibly by unskilled, careless physicians? Was 
delivery unusually difficult—transverse position, version, etc.—or was it fol- 
lowed by greater loss of blood than normal? If any of these questions can 
be answered in the affirmative, the patient had better be isolated, partly for 
her own safety, partly for the safety of other mothers. The isolation should 
be complete and the technique as rigidly carried out as is humanly possible. 

If admitted to clean wards, the care of the mother will be but little dif- 
ferent from the care of any medical or surgical convalescent, excepting extreme 
care and surgical asepsis must be observed in caring for the genital areas and 
the nipples. The perineal technique is best carried out with the following 
paraphernalia: a surgical dressing cart equipped with a sterilizer drum with 
two compartments, one containing sterile cotton swabs, the other sterile ob- 
stetrical pads; one sterile basin filled with sterile water; long dressing forceps 
immersed in lysol solution; special sterile sponge forceps, one per patient; 
one large sterile pitcher. One nurse precedes the carriage, placing the pa- 
tient on the bedpan, removing the obstetrical pad, and draping the patient. 
The carriage nurse, with sterile forceps and sterile swabs, carefully washes the 
perineal area with sterile water, never placing used sponges in water, wipes 
the area dry with sterile swabs, and with special sterile forceps picks up the 
obstetrical pad by the side which is to be placed away from the perineum. 
The pad is placed and the second nurse fastens it in position and removes 
the bedpan. 

The only care of normal nipples is careful sponging with sterile swabs be- 
fore and after nursing, using sterile water and sterile forceps. 

The development of a temperature of two degrees, stitch abscess, or in- 
flammation of the breast is sufficient reason for isolation of the patient. 

We must not overlook the fact that mothers carry pemphigus, evidenced by 
the fact that not a few infants are born with the disease or develop it within 
an incredibly short time after birth. For this reason the baby must be looked 
upon as a potential source of trouble, and his contact with other babies must 
be limited to the minimum, if not eliminated entirely. The treatment I have 
already mentioned is of immense value in preventing pemphigus, and upon 
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the appearance of any case it must be removed and every infant who may 
possibly have been exposed must again be anointed with the ammoniated mer- 
cury ointment. I want to emphasize that every patient who has been exposed 
is a potential case and must be regarded as a menace. 

Conjunctivitis must be isolated, whether of simple or gonorrheal origin. 
No chances can be taken while waiting to determine the causative agent. 
Such cases must not be returned to the clean nursery. 

The other bugaboo of nurseries, thrush or stomatitis due to the Monilia 
albicans, can be prevented, and when it occurs can easily be eradicated, if 
we are careful to disinfect ordinary sources of infection and gently inspect 
each infant’s mouth at least once daily, placing little reliance on the old 
method of cleansing breasts, nipples, and babies’ mouths with boric acid so- 
lution, which, by the way, is the poorest and therefore the least dependable 
disinfecting agent known. I am glad to join with Faber and Clark in con- 
demning its use, not only because of its lack of value and the possibility that 
it of itself may transmit thrush, but more especially because of the false 
sense of security engendered by its use. 

Search for and remove accumulations of dust in the more inaccessible and 
easily overlooked places, such as radiators, certain parts of furniture, and 
corners. Isolate all cases of thrush; cleanse breasts and nipples carefully with 
soap and water before and after nursing; avoid trauma of infants’ mouths; ap- 
ply carefully over the affected area a 1 per cent aqueous solution of gentian vio- 
let, then over the tongue and buccogingival folds, repeating this treatment twice 
daily for at least three days and then once daily until the infant is discharged 
from the hospital. Should one case occur in a nursery, every infant who 
may possibly have been exposed should have one application of gentian violet 
solution daily for three days. 

The last problem, but a general one, is that of visitors. For some unknown 
reason when anyone is in the hospital, no matter what the cause, every friend 
and relative seems to feel that it is incumbent upon him or her to make at 
least one visit and stay as long as possible. The practice should be dis- 
couraged as far as possible, first, because many of these visits are very fa- 
tiguing to patients and are upsetting to others who are too ill to have visitors; 
second, many are carriers of disease and are a source of disease that must 
not be overlooked. The visitors should, therefore, be strictly limited to the 
husband and parents, and should be restricted as to the length of time al- 
lowed to each visit. Under no circumstances should children be permitted to 
visit, and visitors should not be allowed to come in contact with the babies. 
They must be seen through glass partitions and nursing periods must be so ar- 
ranged that the babies never go to breast or into corridors when visitors are 
on the floor. The tendency of visitors is to remain long enough to see the 
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babies, to make a fuss over them, and kiss or handle them, unless this danger 
can be guarded against. 

In conclusion and to sum up briefly, the prevention of infection in both 
mothers and babies in maternity hospitals is wholly and entirely a matter of 
safeguarding the mother and infant from every possible source of infection 
by a wise formation of rules for the conduct of cases and a painstaking, con- 
scientious enforcement of these rules; the isolation of all patients who may be 
a source of infection; daily inspection of patients, to discover infection when 
it first occurs; and the institution of prompt and energetic measures to pre- 
vent its spread. 


How wireless bridged the distance between a ward patient in Australia 
and his mother, 13,000 miles away, is told graphically in the October 16 
issue of the Prince Alfred Hospital Gazette. Early in July Cadet Segrist 
fell down a hold and fractured his thigh. He was transferred to the Royal 
Prince Alfred Hospital where he was convalescing slowly. Because of his 
homesickness and his despondency, he was a matter of concern to his physi- 
cian and nurses. The editor of the Guardian, hearing of the lad, conceived 
the idea of arranging for the boy to talk to his mother. How the radio officers 
and the hospital organization all worked together to secure for him a happy 
conversation with his mother, and the benefit he received, is charmingly told 
by the Guardian and reprinted in the Prince Alfred Hospital Gazette. The 
scheme was rendered possible by the co-operation of the British General Post 
Office. 





THE LACK OF HOSPITAL FACILITIES 
FOR THE FARMER 


WENTY-SEVEN millions of our population live on the farms of the 

United States, over twenty millions of whom live on farms outside of 

the large manufacturing areas of New England and the North Central 
section of the country. To bring health into the homes of this vast class of 
our population and to provide convenient and adequate hospitals for their 
care when they become ill constitute one of the major problems confronting 
yoth governmental agencies and private philanthropies. 
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How THE HEALTH DOLLAR OF THE FARMER Is SPENT 


Probably the most illuminating report on the cost of medical care for any 
particular class of our population has been compiled by Mr. Carroll P. 
Streeter, editor of Te Farmer’s Wife, a farm journal with a national distribu- 
tion, published in St. Paul. With the assistance of the national Committee on 
the Cost of Medical Care, this journal sent out questionnaires to farmers in 
every state in the Union. Replies received from the first 860 women were 
used in the study. The questions asked concerned the diminishing supply of 
country doctors, the cost of sickness to the farmer, the relation to the special- 
ist, and, finally, the lack of rural hospital service. 

The study shows that the average farm family in the United States spends 
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for health about $104.94 annually. Of this sum $50 is paid to doctors for 
their professional services, $15 to the dentist, $15 to the hospital, $7.00 for 
medicines, $5.50 for nursing service, and the remainder for extra help employed 
during periods of illness in the family and for other incidental expenses. Some 
of the families reported spending nothing at all for health during the year, 
while as much as $3,024.25 was reported by one Iowa family. It is particu- 
larly encouraging to note that one out of every five of the farm babies re- 
ported was born in a hospital, and that the average cost for hospital care and 
the services of the obstetrician was $74.12. For the entire 860 families re- 
porting, the average hospital expense for 1929 was $15.16, but out of this 
number only 185 families had a hospital experience, and the average hospital 
expense of these 185 families was $70.46. 

Strikingly brought out is the dependence of the farm family on the condi- 
tion of rural roads. Reply after reply mentions the traveling time of the 
physician and the distance to the nearest hospital. The average farm family 
is an hour and a half from the nearest hospital, in winter, but 141% per cent of 
the families reporting are three or more hours away. Factors such as weather, 
condition of roads, ability to locate the overworked country doctor, and 
availability of the hospital influence service to the rural family. The 860 
families average eighteen miles from the nearest hospital, and the distances 
vary from one-half mile on paved roads to seventy-five miles or more over 
mountain trails. 

The study shows that the average rural family numbers 4.64 persons. 

The following tables convey interesting information as to the distance to 
the nearest hospital, time required to reach it in summer and in winter, the 
hospital bill at the last confinement, and the amounts paid the hospital last 
year. 


Distance to the nearest hospital: 
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Time required to reach the nearest hospital in summer: 
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Time required to reach the nearest hospital in winter: 


ANEW oe ET eC NR izle Pak act OE Re tera ane 97.1 minutes 

ee ee re se 15.0 per cent 
CO 
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PRIN PD, 0 Che a a eae 14.5 per cent 


Hospital bill at time of last confinement: 
(149, or 17.3 per cent, of the 860 women replied) 


I Sock. 5's Sis 06 oda eos bea MEW Ae ees ae ee $74.12 
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Amount paid the hospital last year: 


ee ee er rey eer err eer ey ea rere $15.16 
2 Per er mrre rere rr gre Terre Pee rt re 78.5 per cent 
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i Le eee Peer ET Trey re Te ere ee 6.7 per cent 
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The data are based on returns from 860 families and a further analysis of 
the report shows that 645 families required the services of the family doctor 
at an average cost of $39.14 per family. Consultants, or physicians other 
than the family doctor, were called by 316 families at an average cost of 
$52.35. Five hundred and sixty-five families received dental care during the 
year, at an average cost of $22.92. One hundred and eighty-five families had a 
hospital experience during the year, at an average cost of $70.46. Ninety-nine 
families found it necessary to employ nurses during the year, at an average 
cost of $45.57. Six hundred and ten families bought an average of $10.17 
worth of drugs and medicines, not included in the doctor’s fee. One hundred 
and seventy-six families employed additional help because of sickness in the 
family, at an average cost of $33.53. One hundred and twenty-two families 
incurred an average additional expense of $48.09, due to illness because of 
lost wages, loss of time, and other incidental charges. 














THE HOSPITAL LIBRARY AND 
SERVICE BUREAU 


o sHow how the library is functioning for the hospital group is the 

motive of this article. The past weeks have well demonstrated the close 

relationship of hospital people to this department of the American Hos- 
pital Association. 

Our first thought of the library is the utilization of its resources. The 
possession of over three thousand package libraries on practical subjects in- 
creases responsibility for wide distribution among our hospital people. 

Inquiries for material have been somewhat stimulated by representation 
at the national associations, with exhibits showing the character of the service 
of the Hospital Library and Service Bureau. 

During the month of November 297 package libraries were mailed to 144 
representatives of hospital and health activities. Thirty-one states and three 
provinces of Canada, and hospitals in Belgium, Bermuda, and Roumania were 
reached. Visitors to the library numbered ninety-one, of which eighty-eight 
were from Illinois and Chicago. During December an increasing number of 
hospital people from outside Chicago have called at the library. 

Students of the schools of nursing in Chicago, and of universities, repre- 
sent a large number of our readers in the library. At one time, students of 
three schools of nursing sat around the table engaged in reference study. Four 
universities have been served in inquiries by our librarian. Sisters pursuing 
graduate studies at Loyola University, student dietitians, physical therapy 
students, and occupational therapy teachers have used the study facilities of 
the library. 

A neighboring school of nursing has access to what our librarian calls the 
“school of nursing shelf.”” By arrangement with the Public Library, refer- 
ences used by schools have been secured for an indefinite period. Each week 
or ten days the instructor phones our librarian as to her requirements for her 
class, and necessary texts are secured for reference. This service is offered to 
any school able to take advantage of the library. 

One of the pleasant features of November was the visit of two groups of 
senior nurses from two prominent hospitals. A tour of the library showed how 
subjects are covered with texts, references, and clippings, rare old books, files 
of*current journals of the related professions, and the collection of hospital 
plans. A group of pictures of medieval hospitals, twenty-four in number, were 
of particular interest to the students. At the request of their superintendents 
of nurses, they were shown departments of the American Hospital Association, 
and of the American Association of Hospital Social Workers. 


£56)" 





AMERICAN HOSPITAL ASSOCIATION 


Hee -—— ---—--.- —— +44 





Three meetings of the Cook County Hospital Association and one meeting 
of the Chicago Dietetic Association have been held in the library rooms. A 
representative of the library is always in attendance so that material may be 
secured if desired. 

The creation of new package libraries, reflecting trends in hospitalization, 
is a major activity of the library. An aroused group consciousness of the 
superintendent on the much discussed cost of medical care requires material 
on this subject. A special collection of material and a current bibliography on 
the subject have been prepared. A reading list on lay contributions is avail- 
able for those who wish to review current magazine articles. 

Information on existing administrative courses for superintendents, super- 
intendents of nurses, dietitians, and technicians, with descriptive literature, 
is available. Frequent requests for reading courses on both large and small 
hospital administration show the desire of the hospital field for a close study 
of and a deeper research into its problems. 

New package libraries are in slightly different form, are more flexible, and 
the material can be adapted to the question at hand. Suggestions as to. sub- 
jects and requirements of our members are requested. The American Asso- 
ciation of Hospital Social Workers has asked for special libraries for members 
in outlying districts, which will include articles of social significance. Requests 
of other organizations for helpful collections are invited. 

An invaluable assistance to a hospital or public health worker called upon 
to prepare a paper is a reference list of current articles, which will be made up 
from the indexes of periodical literature, upon request. 

A great clinician once advised his pupils to hurry between patients rather 
than with them. So it is in seeking for material in a research library. Fre- 
quently the material required may take many minutes, and occasionally hours, 
to secure. Meticulous care characterizes the checking of material sent to our 
inquiring hospital groups. 

Part of the work of the director is to review carefully the current literature 
for helpful articles and to abstract and secure material on various subjects 
for the library to classify and hold as reference. Publishers and authors sub- 
mit useful texts for review by the library. Reprints of helpful papers are 
secured for inclusion in package libraries. 

Programs of national and state organizations are clipped and filed and are 
suggestive to committees responsible tor programs. Memoranda of special re- 
search work in hospitals, or use of special equipment, are kept, so that in- 
quirers may be directed to the experience of others. Publicity methods used 
in hospital campaigns are filed for exchange with interested inquirers. 

A famous editor of a medical magazine, when asked how he had acquired 
so much valuable information, replied, “I read, and I remember.” The 
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shelves of the Library and Service Bureau have certain duplicates in texts to 
lend. The circulation of books should be more active. More books can be 
available eventually if interest in their possession is shown by the hospital 
group. 

Our membership can help the library and others by mailing the library their 
annual reports and copies of their news magazines. Gifts of books and maga- 
zines are welcome. If you have read a book of special interest to the profession, 
let us hear about it. Back numbers of any of the hospital and nursing journals 
will be useful to the clipping service. Two municipal hospitals have recently 
sent very helpful numbers. 

Only by active participation of our hospital people can the administration of 
this department reach its highest function as a real clearing house on the 
problems of the field. 


THE USERS OF THE LIBRARY AND SERVICE BUREAU 


What hospital people are thinking about in the conduct of their business is 
shown by a review of the requests for material and questions submitted to 
the Hospital Library and Service Bureau since the publication of the last 
issue of THE BULLETIN. Of a total of 189 individual requests for information 
during a typical month, 106 came from hospital trustees, superintendents, or 
department heads actually connected with the institution. Student and gradu- 
ate nurses’ questions numbered thirty-two, and they referred to studies on 
the history and practice of the profession. Persons connected with departments 
of health and workers engaged in social service sent in fourteen inquiries. 
Six dietitians and two research workers asked for material for assistance in 
their studies. Physicians’ inquiries were five and architects’ three in number. 
Six were from students of social service and dietetics and nursing administra- 
tion connected with schools. Government official inquiries were two, and three 
were from corporations. Three teachers connected with university schools in 
Chicago asked for detailed information. A librarian, an occupational therapist, 
and an anesthetist referred their queries. 


WHAT THEY ASK 


The greatest number of inquiries for the period have come from the nursing 
department of the hospital. The education of the student and the use of 
group nursing, studies in nursing background, and the formation of alumnz 
organizations, show the interest of this group. 

Questions on construction and furnishings numbered ten, of a total of 207, 
ranging from general principles and the cost of construction of an oxygen 
room to decoration and color in the hospital and the choice of equipment. 

A number of hospitals asked for constitutions and by-laws, and material 
on women’s auxiliaries. 
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Administration problems are reflected in the rates, interest in accounting, 
admission of patients, the annual report, costs, comparisons of salaries, and 
preparation of budgets. There is a great demand by superintendents for 
reading courses on hospital administration. 

Proof that the library served all types of institutions is shown in this list: 
maternity, contagious, municipal, mental, tuberculosis, children’s and infants’, 
industrial, convalescent, and privately owned hospitals. Several inquiries of 
physicians show an interest in group clinics and in construction of hospitals 
owned and managed by physicians. Staff organization and standardization 
questions numbered five and came from both large and small hospitals. 

Thought in planning for the new hospital is indicated by requests on survey 
and ratio of beds to the population, and in numbers of requests on community 
relationship of smaller hospitals. Plans for improving public relations are 
evident in an early request for Hospital Day literature, publicity for hospitals, 
and information on poster contests. 

Service to the dietary department was active, questions ranging from plan- 
ning and equipment to central food service and studies on special diets. 

Four hospitals inquired about the improvement of their own library service, 
and the same number requested libraries on social subjects. Interest is indi- 
cated in clinics and dispensaries, in records, physical therapy, and labora- 
tories, as well as operating rooms. Practically every special department save 
that of radiology was represented. 

Material on purchasing, care of supplies, and organization of storerooms 
was requested by both large and small hospitals. Information on public health, 
sanitation, and hygiene was asked for by nine individuals. 

Labor turnover and the prevention of noise, the distribution of linen and 
the management of the laundry—these abiding problems of the superintendent 
are all represented. 


The difference between one man and another is not mere ability—it is 


energy. 
—Arnold 








CORNELL “PAY” CLINIC’ 


By WALTER C. Kiotz, M.D. 
Director of the Clinic 


T A TIME when medical practice is going through a process of evolution 
and the lay public is actively discussing medical economic problems, 
it is especially important that those engaged in medical work of any 

kind be cognizant of these changes, in order that they may retain leadership 
and direct, along practical and sane lines, various schemes being proposed for 
furnishing medical care. 

In a recent address Dr. Ray Lyman Wilbur, Secretary of the Interior, 
stressed the importance of “giving to every boy and girl and every man and 
woman a dignified chance to obtain good medical care.” The so-called Cornell 
Pay Clinic, which has just completed its eighth year, probably represents 
the first practical attempt to furnish, in a dignified way, medical care to those 
in moderate circumstances at a cost within their means. This experiment of 
the Cornell Clinic is, therefore, closely related to the important problem of 
medical care in this country, now being studied by a national committee of 
wide scope. 

There have been frequent references to the Cornell Pay Clinic during the 
eight years of its existence. Some of these have been commendatory, others 
have voiced adverse criticism., A review of its early history and later develop- 
ment might therefore be timely. In the minds of many the term “pay clinic” 
apparently connotes a financially productive or profitable institution. In the 
minds of others, again, the name has invoked a comparison with the large 
private group clinics of western states. Further interest has been stimulated, 
during the last year, by the president of the American Medical Association, Dr. 
M. L. Harris, who has recommended the establishment of community medical 
centers by the organized medical profession. 

The Cornell Clinic came into existence through the following circumstances: 
About fifteen years ago a committee of the New York Academy of Medicine 
undertook the investigation of the alleged dispensary abuse. This led to the 
establishment of the Associated Out-Patient Clinic, which pursued these studies 
further under the guidance of the Committee on Dispensary Development. In 
the course of these later studies, there came to light the imperative needs of a 
group who were not eligible for treatment in @ free dispensary and who were, 
at the same time, unable to pay the usual rates of a private physician for com- 
mensurate medical service. In response to an appeal from this same dispen- 
sary committee, the president, trustees, and medical faculty of Cornell Univer- 
sity undertook the experiment of providing ambulant medical care for persons 
in moderate circumstances, on a basis of approximate cost, in an attempt to 


1 Read before a joint meeting of the New pereey, Hospital Association and the Tuberculosis 
Association, Newark, New Jersey, November 8, 1929 
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meet a community problem. It offered no advantage to the college, except 
the educational one of demonstrating to its students a better type of medical 
service to ambulant patients than had been furnished in the former free dis- 
pensary. It brought with it, however, a grave responsibility. 

With the exception of some premature and inadvertent notices appearing 
in the daily press at the time the clinic was opened in 1921, no attempt at 
publicity has been made or other means exercised to invite the interest of 
the public. From the beginning the active response indicated unquestionably 
that the supposed need of the community did actually exist. This demand 
increased progressively until about three years ago when the admission rate 
had reached a point beyond existing physical limitations and facilities. Dur- 
ing this recent period it has been impossible for the clinic to give care to all 
those who have sought its aid. The present building has precluded any further 
expansion. This increasing demand is remarkable when it is considered that 
the college building, located on the east side of Manhattan Island, is inconven- 
ient to reach, even for those living within this borough. It is even more re- 
markable that more than half of all the patients admitted have their residence 
outside the borough of Manhattan. To repeat again, there have been no at- 
tempts made to lead the public into the belief that the clinic would furnish 
service any different from or any better than that of the average private practic- 
ing physician, or that the members of the staff were any more skilled. Nor is 
there anything in the appearance of the building to create an impression of 
superiority of equipment or arrangements. In fact the part of the college 
building now used by the clinic was originally planned for the college dis- 
pensary, which was quite typical of the free clinics in existence thirty years ago. 
It therefore represents a building that was not planned for a pay clinic and 
was only adapted to present needs by means of additional partitions and sub- 
divisions. There is an absence of all luxury or pretentiousness about the physi- 
cal plant. Nor, in a manner, is the plan of organization very different from 
the usual dispensary or out-patient service, as far as the medical organization 
is concerned. The heads of the clinic departments are also the heads of the 
respective teaching departments of the college, with the usual chiefs of clinic 
and assistant medical staff, the majority of whom are private physicians giving 
only a part of their time, usually three sessions per week. 

The control of this organization is vested in a committee composed entirely 
of members of the medical faculty. In other words, both the administration 
and medical service are entirely in the hands of medical men. This point is 
being emphasized here for the reason that, among medical organizations, appre- 
hension has been voiced lest the field of medical practice be invaded by non- 
medical agencies and lay foundations. 

One important difference, however, in the organization of the new clinic, was 
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the development of auxiliary medical service, which should relieve the medical 
staff of many onerous and tedious details which had tended to make the work 
of out-patient service monotonous and unproductive. The time of the attend- 
ing medical staff was to be left free for the essential medical work, in order 
that individual and satisfactory attention could be given each patient. The 
nursing staff and social service or clinic executive personnel should obtain for 
the physician, in advance, fullest possible information as to social, economic, 
and environmental background. The auxiliary personnel also attend to all 
clerical details, such as requisitioning records, arranging for appointments in 
other departments, and for laboratory and x-ray examinations, and undertaking 
the necessary steps when hospitalization or refer to other agencies is indi- 
cated. This auxiliary medical service, together with the administrative and 
business personnel, comprises 120 employees. The average daily attendance 
is 540. 


A unit history system, with central filing of records, now almost universally 
adopted as a minimal requirement, insures that all information concerning any 
patient is filed permanently under one symbol and in one folder. 

In order to avoid over-crowding and mass herding of the former free dis- 
pensary, the new organization provided that there should be a control of intake 
or admission, so that each physician would see only as many patients, during 
each clinic session, as could be given careful individual medical service. In 
order to control the intake or quota, an appointment system was necessary, 
especially for patients coming from a distance, to insure that they would be seen 
the day of their visit and would, at least, be given a preliminary medical ex- 
amination without long periods of waiting. In other words, an attempt was 
made to simulate, at least in spirit and atmosphere, the conditions pertaining 
to private offices and, without attempting to provide luxurious surroundings, 
to furnish a better kind of medical care without loss of self-respect. In order 
to insure continuity of contact and observation, with the possibility of outlining 
a consistent plan of treatment, the procedure was adopted of having the patient 
see the same physician on each visit. To provide these features has na- 
turally increased the cost of conducting the clinic and contributed seriously 
to the economic problem, which will be discussed more fully below. As was 
mentioned above, the experiment of the pay clinic was undertaken by the 
authorities of Cornell University Medical College with the distinct understand- 
ing that no profit should at any time accrue to the university or to the medi- 
cal college; that the college would provide the building and other facilities, 
but that the surplus, if any, would return to the clinic, for necessary equip- 
ment. The only advantage to the college was to be an educational one. There 
was especially the thought that, through its diagnostic service, the pay clinic 
might assist private physicians who would not be able to maintain, in their 
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own offices, the necessary diagnostic facilities and whose patients would not be 
able to pay the fees of special consultants and private laboratories. 

The value of the pay clinic for teaching purposes has been well established. 
There has been no difficulty in utilizing the patients for the purposes of demon- 
stration or practical clinical teaching. On the contrary, the pay clinic patient, 
usually of a higher intelligence, has been more ready to co-operate, realizing 
with Osler that ‘the medical work of an institution where teaching is not done 
is seldom of the highest class.” The patient himself is quick to appreciate also 
that his case will be more carefully worked up if it is to be presented to the 
head of the department before a class of students where any errors and short- 
comings will undoubtedly be exposed. He is keen to realize the value to him- 
self of the consultation with the head of the department through such demon- 
stration to a class. There is no question but that the academic environment 
makes for better medical service and raises the standards of the medical pro- 
fession of the community. It is a benefit not merely to members of the clinic 
staff. Such affiliation with a teaching institution serves to stimulate medical 
research and clinical development. This advantage is being emphasized here 
because of the criticism, offered from time to time, that the salaries paid to 
members of its medical staff are merely nominal. No pretense has been made 
that this compensation is equivalent to what an established or eminent consul- 
tant might earn if he saw the same number of patients in his private office, leav- 
ing aside the factor of overhead maintenance cost. 

The question has also been raised as to how many of the patients admitted 
are actually used for teaching purposes. It has been our contention that while 
some patients are admitted especially for teaching, at the request of some mem- 
ber of the faculty, every patient admitted is available for teaching. As a gen- 
eral procedure, it would be very hard to conceive of selecting at the door pa- 
tients suitable for teaching, without any history of physical examination—a pro- 
cedure that has been demanded by these same critics. The best kind of clini- 
cal teaching is practical, assigned work. 

For students to obtain first-hand knowledge of everyday conditions that 
they will meet with in outside practice and learn how to treat them is of greater 
practical value than being shown unusual or rare conditions. To those of us 
who are familiar with the late Doctor Peabody’s beautiful essay on “The Physi- 
cian and His Care of the Patient,” there is another aspect—the value of teach- 
ing students the individual, human side of the patient. If we expect to train 
him in the art of understanding human beings, we must not. fail to show him 
such methods during the more impressionable and plastic undergraduate period 
of his medical education. One of the striking advantages of the pay clinic, 
as seen at Cornell University Medical College, is the opportunity of showing 
and teaching students the methods of private practice under conditions simulat- 
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ing somewhat those pertaining to private offices of physicians. From the point 
of view of preventive medicine, there is the important advantage of teaching 
the student to recognize the early beginnings and minor manifestations of later 
and more serious disabling diseases. It is only by applying preventive methods 
and principles to clinical medicine that we can inculcate in the private practi- 
tioners of the next generation a real understanding and spirit of preventive 
medicine. The importance of this need not be further developed here, nor would 
this be the proper time to discuss it further. 

The principal criticism against the present experiment has come from mem- 
bers of the medical profession on the grounds that the pay clinic is competing 
with the outside practicing physician. As an integral part of a medical teaching 
institution, the Cornell Clinic cannot ignore this point, nor has it attempted 
to evade the issue. From the very onset it has attempted in every way to be 
guided by the policy of refraining from anything that might prejudice the in- 
terests of the medical profession. In adopting a fee schedule, charges were fixed 
at approximately one-third those charges for comparable services by private 
physicians of average attainments. At the same time, the basis of economic 
eligibility was adjusted to include those whose income was such as to preclude 
any adequate budgetary provision for serious illness or disability. In formulat- 
ing this schedule of economic eligibility, the authorities of the clinic were guided 
by counsel of outside disinterested economic experts. Independent studies, 
made since then, have shown that the maximum limit adopted eight years 
ago was, if anything, too low. However, in accordance with the policy of not 
intending to enter into competition with outside practicing physicians, these 
maximum economic limits have been strictly adhered to in considering appli- 
cants for admission. 

When applicants are not eligible because they are above the financial limit, 
disinterested information, advice, and assistance are given in finding a com- 
petent physician. During the last calendar year, more than one thousand ap- 
plicants were given the names of outside specialists, while almost as many pa- 
tients were rejected on information that they were under the care of some 
outside physician. The clinic has endeavored to observe ethical procedures more 
strictly than is apparently the case with physicians in private practice. Every 
effort is made to restore the patients’ confidence in the family physician and 
to urge them to return. Needless to say, patients referred to the clinic 
for consultation and diagnosis are invariably referred back to the physician 
who has sent them and who is furnished a detailed report of findings with a 
summation and recommendations by the clinic physician. Such diagnostic 
patients cannot be accepted for treatment except on the written or confirmed 
request of the family physician. 

With the exception of the unauthorized and unfortunate press notices appear- 
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ing the first week the clinic was open in 1921, no publicity of any kind has been 
authorized for release. Even printed reports, usually circulated by hospitals 
and other similar institutions, have not been furnished to anyone except physi- 
cians or others engaged in allied professional activities. Particularly during the 
last few years, the clinic has been most anxious to avoid any public notice that 
would stimulate applications beyond the existing limitations. Public notices 
of criticism, released through medical organizations, have constantly been fol- 
lowed by an embarrassing increase of applicants for admission who could not 
be taken care of. 

In the sense that any medical institution enters into competition with some 
of the medical profession, the clinic may be considered a potential competitor. 
The question arises, what probability is there that patients selected on the basis 
of present income levels would consult private practitioners in their offices? 
Is there not more likelihood that they would seek treatment in free dispensaries 
or those charging nominal fees; or that they might seek advice of irregular 
practitioners, quacks, or cults? Under existing conditions, it is not probable 
that the clinic is competing seriously with the well-trained, competent, and 
conscientious practitioner, equipped to give the same quality of service, even at 
a reasonable higher fee. 

Brief reference has been made before to some of the financial aspects. In 
considering the economic operations and the question of cost and income, the 
present pay clinic offers serious difficulties and problems. To repeat, it had 
been decided in the beginning that neither the university or the college would 
derive any profit through the earnings of the clinic. The fee schedule, again 
to repeat, was based on one-third the usual cost of visits charged to private 
physicians. At the same time, it was felt that these fees charged were the 
highest that could be paid without hardship by the patient within the income 
bracket eligible for admission. For the purpose of conducting this experiment 
on some scientific basis, only one scale of fees was to be charged to all patients 
admitted. The clinic is, therefore, confronted with a fixed fee schedule which 
cannot be raised without exceeding the paying power of the very economic 
group that is eligible for admission and the clinic is not desirous of raising the 
economic limit of those eligible for admission, for fear of accepting those who 
can and should obtain medical care from private practicing physicians. 

Summing up the eight years’ work of the Cornell Clinic in retrospect, we 
can enumerate the following results and achievements: it has been definitely 
shown that there does exist a need for medical service within the selected eco- 
nomic group and that this group is eager to avail itself of this kind of medical 
service. This is shown by the fact that during the last year applications for 
admission have exceeded the limit of capacity. That the clientele of the clinic 
has been reasonably satisfied with the service offered would also be indicated 
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by the fact that a considerable number of former patients returned for medical 
care in succeeding years. For example, during the last fiscal year, of 29,000 
individuals admitted, more than one-third comprised old patients who were 
re-admitted or re-instated. During the last five years each patient admitted 
made an average of five visits to the clinic. 

In regard to our diagnostic and consultation service, we have not waited for 
formulated complaints or criticism to study and uncover our shortcomings. 
Possibly through scientific zeal and effort to make complete studies, the time 
elapsed before a final report has been furnished to the referring physician has 
appeared too long. This error has since been corrected and where longer 
clinical studies seem necessary, preliminary reports with outline of study 
planned are sent out without waiting for the completion of the final report. 

Whether the clinic is self-supporting is largely a question of accounting. As 
a private enterprise it could not long survive on the basis of the present scale of 
fees. Nor could it hope to retain the right kind of medical staff at the existing 
rate of compensation, if it were not a medical teaching institution of pre- 
eminent standing with the concomitant opportunity for scientific study and re- 
search. On the other hand, as a medical teaching institution, Cornell University 
Medical College could not well extend economic eligibility for admission to the 
clinic beyond the present income brackets without running the risk of being 
criticized, justly perhaps, for entering into competition with the graduates of its 
own school. There is one definite economic gain to the community. If the 
opcrations of the clinic were not supported to a large extent by the fees, this 
cost would need to be met from the income of a large endowment fund, or 
those very features and procedures which are responsible for a better grade 
of medical service would be sacrificed. In other words, the community itself 
is directly benefiting as a result of the expenditures made, while a correspond- 
ingly large capital fund remains available for educational endowments. To 
operate the clinic on the present plan without any fees from patients would 
require the income of an endowment of $5,000,000. 

To encourage a spirit of investigation, the Cornell University Medical Col- 
lege has, during the last three years, appropriated, out of its own endowment 
funds, financial grants to support research projects pursued by members of 
the clinic staff. Some of these studies, completed and published, have received 
favorable recognition. In addition to research along scientific medical lines, the 
college has also encouraged and supported several important and valuable 
studies in regard to administration of out-patient service. One of these studies, 
on the so-called “one visit patient,” has recently been published. Former re- 
ports have also furnished important factual information regarding out-patient 
organization and administration. A very exhaustive study on the consultation 
diagnostic service has been referred to above. The authorities of Cornell Uni- 
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versity Medical College therefore feel that this experiment, carried on during the 
last eight years, has been a useful demonstration to the community, to the in- 
dividual patient served, and especially to the medical profession. A medical 
organization, under medical leadership and control, founded on medical and 
social ideals, in sympathy with medical traditions, should be regarded by the 
physicians of this country as a friend and benefactor instead of a menace. It 
ought to constitute one of the strongest arguments in favor of medical profes- 
sional leadership in the evolution of medical practice in this country. 


Cirinic, CORNELL UNIVERSITY MEDICAL COLLEGE 


Comparative figures for the last five consecutive years. 
All Departments of the Clinic. 





i" | Total | , —- 
New Old | number | Ratio of Total Number of 
Year ending | patients patients | individuals | new to old | number of | visits per 
June 30 admitted | reinstated | cared for patients visits | individual 
(1) (2) (3) (4) (5) (6) 
1925 17,370 5,817 23,187 2.98 118,244 5 
1926 17,414 6,828 24,249 2S 118,870 4.99 
1927 | 19,161 7,677 26,838 2.49 | 133,108 4.9 
1928 19,763 9,099 28 , 862 y te i | 142,855 4.9 
1929 19,035 9,381 28,416 2.03 140,827 4.95 
1927 1928 1929 
Number of sessions during year... . ete hse ee 353 348 
Number of working days during year...... : ee 250 249 
Average number of new admissions per day. St ee 78 76 
Average number of visits per day... . ae . 526 571 ~ 565 
Average number of visits per session......... carci CE 405 404 
oe 


The grand secret of success is that successful men take one hundred times 


the trouble that men usually do. 
—Parton 
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THE NEW YORK DISPENSARY— 
A PROVIDENT INSTITUTION 


By M. J. ECHEVERRIA, M.D. 


Director 


NDISCRIMINATE FREE MEDICAL CARE is today condemned as wasteful and 
unfair to the public and the medical profession. It should be extended 
only to the destitute sick. It is distinctly the field for public charity, state 
and municipal, private charity to step in when state and municipal resources 
fall short. Taxes include appropriations for this purpose. Private charity 
finds its field in helping the individual who can in part help himself. Such 
provident care we owe the less fortunate; it is constructive; it is economically 
of advantage to the individual and the community. Public and private 








| 

The réle of the dispensary is to care for the individual who, 
though sick, has not even temporarily entirely outlived his use- 
fulness. The role of the hospital is to care for the individual who, 
perhaps only temporarily, is unable to carry on; where the hospital 
cares for one, the dispensary cares for hundreds. To the dispensary 
falls preventive medicine almost entirely. Nothing more need be 
said to establish the importance of the dispensary, its economic 
value, its influence on the well-being of the community. The hos- 
pital has the stronger appeal because it relieves poignant suffering ; 
but from the practical point of view the dispensary is of equal im- 

portance. Both are needed and complement each other. 











charity should combine to bring health within the reach of the indigent and 
the individual of limited means. 

Long ago we recognized the need and the inherent right of the poor to 
adequate education. Hence our public schools and endowed schools. Public 
schools are free and certain levels of education are within the reach of all. 
In endowed schools the higher the education the higher the endowment and 
the higher the fees paid by the student. The same conditions should obtain 
in the health field and standards should never fall below high levels—the 
destitute to have free medical care chiefly in state and municipal institutions, 
the poor to have provident care in endowed institutions. Medical care of the 
sick, whether free or provident, unless fully up to present day standards is 
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not justifiable. In fact such inadequate care is today openly and severely 
criticized. It is at best of doubtful benefit and may be even harmful, creating 
a feeling of false security that prevents the applicant’s seeking and finding ade- 
quate care elsewhere. 

Institutions offering medical care, whether free or provident, must not only 
give service fully up to standard but in fairness to the public and the doctor 
must have the necessary machinery to weigh the claims of all applicants and 
check abuse. The lay staff should in fairness receive adequate wages and the 
doctors should find adequate compensation. 

All this, whether the cost is met entirely by the institution or partly by 
the patient, entails heavy expense. The resources of the New York Dispen- 
sary preclude free medical service unless its work be so restricted as to mini- 
mize its usefulness. On these premises is based the opinion that provident 
care of the sick poor is the proper field for the New York Dispensary. Our « 
community should be canvassed, its needs and resources studied, and on the 
data collected should be based the program of work and the seca s of cost 
to be borne by the patient. 

Practically all institutions caring for the sick poor in New York today 
operate on the provident plan. Even state and city institutions solicit the 
patient to pay within his means. A number of dispensaries operate under a 
set admission fee to cover all expense to the patient excepting expensive labora- 
tory and x-ray work necessary only in a limited number of cases. Of the most 
important institutions forty-seven operate on a low admission fee covering 
only the ground work and a schedule of additional fees to cover work requir- 
ing more time or special equipment. The set fee to cover all expenses must 
necessarily be higher and the individual requiring little care pays as much as 
the individual requiring much care. This may be expedient. I doubt it. I 
have heard its advocates claim it is good psychology. I doubt it. Certainly 
it is not quite fair and sooner or later patients will see it that way. 

The provident institution cannot and must not entirely exclude the indigent. 
In the budget, provision must be made to cover the cost of free care in 
emergencies and whenever necessity demands it; provision must be made to 
cover the cost of free service along public health lines because of its value to 
the community; provision must be made to cover the cost of educational work 
that may later bear fruit and is of benefit to the individual but hard to sell. 

The provident institution charging part cost is accepted today as worthy 
charity fully deserving support. An institution charging full cost may not 
be accepted as charity though in its proper place it has claims to recogni- 
tion as being economically sound. The percentage of cost borne by the pa- 
tient should not be set arbitrarily and the schedule of fees should be care- 
fully computed in fairness to the institution and the community it serves. 
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In some institutions endowment and contributions must cover the larger part 
of cost; in others it may be fair to call on the patient for 50 per cent of cost 
or even more; in all instances provision must be made for a certain sum over 
and above all operating expenses to cover repairs, replacements, and warranted 
expansion. Any institution that must stand still will in time outlive its use- 
fulness. 

The role of the dispensary is to care for the individual who, though sick, 
has not even temporarily entirely outlived his usefulness. The role of the 
hospital is to care for the individual who, perhaps only temporarily, is unable 
to carry on; where the hospital cares for one, the dispensary cares for hun- 
dreds. To the dispensary falls preventive medicine almost entirely. Nothing 
more need be said to establish the importance of the dispensary, its economic 
value, its influence on the well-being of the community. The hospital has the 
stronger appeal because it relieves poignant suffering; but from the practical 
point of view the dispensary is of equal importance. Both are needed and 
complement each other. 

The New York Dispensary offers the public medical service under two 
different plans: (1) provident medical service; (2) free medical service. 


PROVIDENT MEDICAL SERVICE 


Under the provident service plan the dispensary will contribute the major 
part of its resources and revenues and will take from patients in fees the bal- 
ance needed to cover cost and to provide for extension or improvement of the 
service. 

Admission fee.——The admission fee will be 25 cents and will entitle the 
applicant to examination and advice in any one department. 

Drugs.—Drugs will cost 15 cents for each prescription included in the offi- 
cial Dispensary Formulary. Special drugs will be dispensed at a certain per- 
centage over the cost. 

Other fees——The schedule of fees for operations, dressings, examinations 
in the pathological and x-ray laboratories, special drugs, or special treatment 
must remain for the present a tentative schedule subject to change and will 
be computed on the basis of a certain percentage over cost. This certain per- 
centage over cost will be the minimum needed to provide for extension and 
improvement of the service, and will, ultimately, be returned to the community 
in extension and improvement of service. 

Applicants —Applicants must establish their claim to provident care. 

Applicants residing, or working, within our dispensary district will have the 
right to service under this plan at scheduled fees. 

Applicants residing and working outside of our dispensary district may be 
charged a 50 per cent increase in fees. 
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Applicants seeking only a diagnosis will be charged an increase of 100 per 
cent in fees. 

FREE MEDICAL SERVICE 

All applicants must establish their claim to free service. 

Free medical advice, treatment, and drugs will be given to all destitute sick, 
on request, as follows: 

1. In all emergencies. 

2. On first visits and referred to the Social Service Department for investi- 
gation. 

3. In all cases where the safeguarding of public health demands it. 

On approval by the physician-in-chief continued free medical advice, treat- 
ment, and drugs will be given, on request, to the destitute sick residing or 
working within the dispensary district as follows: 

1. In the Tuberculosis Class. 
2. In the Department for Venereal Diseases, until the applicant is no longer 
a menace to the community. 
3. On the recommendation of the Social Service Department. 
At the request of other charitable or benevolent institutions offering recip- 
rocal co-operation. 
5. At residence when unable to attend the dispensary through sickness. 


= 


Because the goal is distant, is that any reason why we should not march 
toward it? 


—Hugo 








ETHICAL HOSPITAL CONCEPTS’ 


By B. S. Pottax, M.D. 


Medical Director, Hudson County Tuberculosis Hospital and Sanatorium 
Secaucus, New Jersey 


HE QUOTATION “All the world’s a stage” is well known. It is our desire 
to have a proper setting for the many-sided picture that we intend to 
present for your consideration and discussion. So, for our prologue, 
permit us to transplant you, for the time being, to the breezy meeting room 
of the Ritz-Carlton Hotel, in Atlantic City, there to participate in the founding 
of the International Hospital Congress. 
Professor Tandler, the eminent commissioner of Public Health and Welfare, 
is holding forth; he is discussing hospital ideals, their early origin, their func- 
tion, their usefulness. 





The Hospital s Code of Ethics 


Let the human element always sway us. 


We must as vigilantly supervise the patient’s care as many seem 
to supervise the patient’s bills. 





| Our enthusiastic striving for scientific improvement and experi- 
mentation must be guided by a sympathetic consideration of our 
patients. 

Let the patient be your first consideration; let business always 
be a secondary matter. 








One can almost instinctively turn one’s thoughts to the idealistic conception 
in the mind of the distinguished orator. We trace the meaning of the word 
to its encyclopedic interpretation and find it to originate from the word “hos- 
pice,” indicating it to be a place where hospitality to the sick and the indigent 
is the cardinal point, and thus we establish, for the purpose of our discussion, 
a proper environment in which to place the hospital we have in mind, which in 
every detail and aspiration, as well as in every function, comes within the con- 
cept of an ethical institution. We have some exalted impressions of just what 
sort of institution it should represent. We cast about to find a proper motto 
and discover it in one of Vienna’s institutions for the care of the under-privi- 


1 Read before the Fifth Annual Convention of the New Jersey Hospital Association, Newark, 
New Jersey, November 8, 1929. 
we 
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leged child; here, on the wall of the former home, or palace, of the Arch 
Duke Salvator of Austria, Tandler has placed a tablet bearing this inscription: 
‘He who builds palaces for children tears down prison walls.” 

The hospital we have in mind is the place where man’s redemption of man 
forms the dominant thought; the kind of place which St. John seems to have 
had in mind in that splendid chapter in which he describes the new heaven 
and the new earth, when all tears shall be wiped away and there shall be no 
more sorrow, nor crying, for the former things are passed away. 

On October 16, 1864, in the amphitheater of the Massachusetts General 
Hospital, in Boston, a new Prometheus gave a gift as rich as that of fire, the 
greatest single gift ever given to suffering humanity. The prophecy was ful- 
filled: ‘“‘Neither shall there be any more pain.” A mystery of the ages had 
been solved by a daring experiment on man, by man, in the introduction of 
anesthesia. As Weir Mitchell sings in his poem, “‘The Death of Pain”: 

Whatever triumph still shall hold the mind, 
Whatever gifts shall yet enrich mankind 

Ah, here, no hour shall strike through all the years, 
No hour so sweet, as when hope, doubt, and fear 


"Mid deepening silence watched one eager brain, 
With Godlike will, decree the death of pain. 


Perhaps more widespread are the benedictions that have come to mankind 
through that other idealistic institution, the Royal Infirmary, in Edinburgh, 
where Lister first pronounced his great discovery. We have stressed two not- 
able examples of hospitals, their activities and their accomplishments; we have 
not only stressed these two benefactions to mankind, but, likewise, we have en- 
deavored to emphasize the point at issue, to wit, that the function of the hos- 
pital is to serve on the broadest principles of humanity. Would that time 
would permit a more comprehensive résumé; would that we might be able to 
stress the humanities in medicine and their general adaptation in our daily 
hospital routine. We have but time to introduce such institutions as model 
types to fit into the picture; types where the daily hospital activities are identi- 
fied and are in keeping with the ethics of the medical profession. 

We are obliged to introduce this type, in order to present another angle of 
the hospital problem now confronting the hospital world. We are firm in our 
conviction that the high ideals of American medicine, as comprehended by the 
American Medical Association, the American College of Physicians, the Ameri- 
can College of Surgeons, and our own American Hospital Association, are still 
in vogue in the great majority of the hospitals of our day. There appear on 
the horizon of our hospital life, however, mists that are seemingly beclouding 
the issue; while they are noted but occasionally, they are sufficiently frequent 
to disturb our usual equanimity of mind. Signs that point to commercialism 
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are manifesting themselves; superintendents, lay members of boards of direc- 
tors and trustees, are inclining more and more toward the financial side. Hu- 
manitarian considerations yield, not infrequently, to systems organized to bene- 
fit the profit side of the ledger, rather than to perfect one service or another 
which makes the lot of the patient a happier one. Even though this may occur 
but occasionally, it appears to have taken root in the minds of the laity. Per 
diem costs and per diem charges, which are continually increasing and making 
hospital administration more and more difficult, seem to indicate the trend 
of the time, and because of this attitude we feel justified in enumerating some 
of the other scenes enacted at the recent meeting of the American Hospital 
Association, which was held at the conclusion of the International Conference. 
As one entered the spacious hall, one was impressed by what might be termed 
the businesslike aspect; on all sides we observed exhibits, well placed—an under- 
taking which was exceedingly well planned and which, of course, brought into 
the coffers of our organization financial returns, which evidently was an im- 
portant factor in the convening of our conference. There was, however, a 
feature, more or less prominent, which could not escape the attention even of 
the casual observer. For instance, a business man of international reputation 
was addressing a section on the topic of improved business regulations. His 
familiarity with the subject and his masterful presentation of the subject were 
most interesting. His theme and the ensuing discussion clearly pointed to 
business—the business side of hospital life. For the moment we were per- 
plexed; we hardly had time to realize that we had emerged from a highly 
idealistic atmosphere, created by our distinguished foreign guests, before we 
found ourselves in an entirely new environment. We do not desire to go into 
this matter minutely except to emphasize the point at issue. 

At the banquet, Mr. Edwin Embree, president of the Julius Rosenwald 
Foundation, touched upon points to which the lay press was ready to give 
full space. His talk furnished the American Medical Association, through 
its editorial columns, an opportunity to place itself alongside the hospital 
and hospital administrators, to dissent strongly from his conclusions, and 
to advocate in no uncertain terms their belief in our policy and in our lofty 
conception of medical ideals. We think we can best present his conclusion 
when we say that he would have us make an economic classification of our 
patients. To this scheme we cannot subscribe for we do not believe in a finan- 
cial line of demarcation, any more.than we would countenance racial or creedal 
differentiation. However, Mr. Embree believes the entire problem can be 
solved by the proper care and hospitalization of what he termed “the Great 
Middle Class.” Again the Massachusetts General Hospital enters the arena 
and promises, by providing for this group in a specially built pavilion, to 
solve the problem. Mr. Embree would have us believe it to be the outstanding 
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accomplishment of the present, in the hospital field. Let us quote the con- 
cluding part of his address: “These developments in organized medicine, this 
attention to the great bulk of our people, the middle class men, have come 
so rapidly that they are confusing to hospital and clinic administrators. Physi- 
cians, like members of other professional groups, have drawn up rules of 
conduct. The Hippocratic oath, guaranteeing the privacy of the relation be- 
tween the physician and the patient and emphasizing service rather than per- 
sonal gain, has been a bulwark of medical ethics and on that side no one 
can criticize it. But no rule or codification of action can be held inviolable 
in one age that was adopted in a very different and primitive age, and if it 
comes to a difference between the needs of society and even so sacred a matter 
as the Hippocratic oath, there can be no question as to the decision which 
the public will demand. Physicians must be allowed to co-operate in order 
to practice modern medicine. Hospitals and clinics must be allowed to make 
known, by paid advertising if necessary, adequate facilities for the care of the 
sick. Likewise, hospital and clinic authorities must recognize increasingly all 
sections of the population. Far too much emphasis has been put upon charity. 
Far too little has been put upon good businesslike organization which will 
make it possible for every patient, even the low wage earner, to pay his way 
as he goes. Americans do not want charity. Americans want organizations 
that will enable them, on a self-respecting basis, to pay for the services they 
get. Americans demand that those in charge of medicine, as those in charge 
of other public affairs, so organize their services that they may be had on a 
cost basis, and so organize them that the cost will be within the means of 
the average pocketbook. This is good democracy, it is sound economics, and 
it will mean increasingly proper medical service for all the people.” 

The two conventions mentioned have given us the opportunity to direct our 
thoughts to the two sides of the problem and we have marshalled our data 
in order to be able to reiterate our faith in and renew our allegiance to old ac- 
cepted principles and fundamentals, to wit, the ethics of the medical profession. 
Even a president of one of America’s great foundations must realize the validity 
of ethics. Surely in his various and diversified activities, he must recognize 
the efficacy of ethics. Medical ethics are merely a science of morals; they can- 
not be expunged, amended, or modified. They are a sacred heritage; they have 
come to us as a result of centuries of practical application; they were a pattern 
for our forefathers; they have been transmitted from father to son; and, to 
those of us who revere our profession, they will be the bulwark of our lives. 
They formed a part of the oath of Hippocrates; they were the teaching of 
the prophet Hillel; they preceded the Sermon on the Mount; they are “the 
Golden Rule”; they form the superstructure of our Bible. Why, then, sever 
our relations with so noble a dictum? Man reveals himself, when, true to 
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himself as God’s image upon earth, such characteristics are embodied in the 
physician and practically exemplified by him by his deeds in the hospital; 
and by his altruistic service to his fellowman, he becomes, indeed, a divine 
messenger. Can such an interpretation of our mission be an erroneous one? 
Yes, there may be a change of habits; there may be, in response to Twentieth 
Century requirements and altered conditions, a necessity for a change of 
policy; but the seers and sages of our profession will continue to inspire us to 
work on the lofty heights which they traveled and maintain unsullied the repu- 
tation which they have won. 

Great health movements in America have brought together the layman and 
the medical man, and by their union tremendous problems have been and are 
daily being solved. One need in passing but refer to the results accomplished 
by the National Tuberculosis Association, in order to appreciate the results 
of such combinations. We mention this to indicate the willingness of the 
medical man to co-operate in order that the greatest good for the community, 
as a whole, may be achieved. The great foundations in America have done 
much toward the solving of intricate medical problems—all credit to them— 
but when the president of one of these foundations speaks disparagingly of 
American medicine and American hospitals, we cannot but protest at such 
denunciation and protest in the language of the recognized organ of the medical 
profession—the Journal of the American Medical Association: 

“Mr. Embree begins with the assertion that vociferous elements of county 
medical societies act as though medical service were something that belongs 
to the doctor and he emphasizes that the patient is equally concerned in the 
illness. Leaders of medicine have always urged that the patient’s interest is 
paramount. Mr. Embree knows that. But he should realize also that the 
responsibility for the patient, legal and in every other way, is the responsibility 
of the physician. Even if the Rosenwald Foundation, the Public Health In- 
stitute, the Cornell Clinic, or the Mayo Clinic engages in medical practice, the 
responsibility for the patient is the responsibility of the doctor or of the doc- 
tors who attend him. Mr. Embree, when he gets sick, wants a doctor to 
be responsible for getting him well. That personal relationship is not to be 
avoided by any species of inspired reasoning. The pity is that the public 
should be made to feel that the organizers and the executive secretaries have 
worked out, or are going to work out, some other system. No matter what 
system of practice eventually develops in our fair land, doctors are going to 
do the practicing and carry the responsibility. Mr. Embree repeats the charge 
that the public has furnished the hospitals, medical schools, and laboratories 
to the profession as a place in which they may work, and that therefore, pre- 
sumably, the doctors owe a great debt in return. The fact is that doctors 
make the institutions that have been mentioned. Without physicians and 
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medical investigators, such institutions as the great Rockefeller Institute, 
the university hospitals, the leading medical schools, would be only four walls 
and a lot of apparatus. These institutions have been made by the physicians 
who have for more than a century taught without remuneration, taken care of 
the poor without remuneration, lectured and written without remuneration, 
given themselves to mankind. An obligation, Mr. Embree should realize, also 
has rested and always will rest on the side of the public. Pray that this mutual 
obligation may continue. Let the medical profession always be a profession 
of service. On the day when the economists, the merchants, the brokers and 
bankers, and the executive secretaries put medicine on a business basis, the 
heart will go out of it and the people, unless they too have degenerated into 
robots, will suffer sadly... . . 

“Neither time nor space permits a complete analysis of Mr. Embree’s com- 
munication. Through it there runs the sentiment that medicine must be 
organized, that it must be put on a business basis. If the Rosenwald Founda- 
tion is entering the field of medical care with this as its fundamental considera- 
tion, its plans may well die aborning. At the very time when Mr. Embree 
launches his diatribe, one finds Lord Dawson, of Penn, among the most noted 
of British leaders in medicine, speaking thus to the prize men of the London 
Hospital, as they prepare to enter medical practice: 

“Tt is to the field of general practice that we need to pay attention, for it 
would be a sorry day for any country were general practitioners to become 
weak in their work or their influence. This is now a danger in certain countries 
of the world. It is said that the problem of general practice, in its relation 
to hospital provision and the problem of how to treat patients of limited means, 
has been solved in Germany and the United States. I tell you that it has not 
been solved anywhere.’ 

“Has Mr. Embree any solution to offer in the problem of providing medical 
care to all the people at a price that they can afford to pay? If he has, it does 
not appear in any of his contributions on the subject. He merely says re- 
peatedly that medicine must be organized. Has he a plan of organization that 
would certainly accomplish the result? He has not. Indeed, in his desire 
to satisfy the interests that employ him he rushes about hither and thither 
listening to this scheme and to that, beckoned by this organization and that, 
trying to find the answer in a group, in a university hospital, in a public health 
institute, in a hospital center, in Mr. Filene’s medical guild, in anything that 
will seem to offer some solution to the problem. In all this he fails to realize 
one essential that the philanthropists and the social workers and the economists 
must realize: the rise in the cost of medical care is a reflection of the increased 
knowledge that has come to the practice of medicine. The bill of the physician 
is a small portion of this cost. The x-rays, laboratory investigations, nursing 
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service, hospital care, and the work of specialists are new factors in medical 
care. Even with the most perfect organizations, they will still be costly. And 
if organization and slightly lower costs are achieved at the risk of disturbing 
the personal relationship between physician and patient in such a way as to 
mechanize medical practice, the gain will be found a futile one. The patients 
themselves will never be satisfied.” 

We are impressed with the dignity of our honorable profession and realize 
that it is seldom good judgment to respond in the same tone to which we resort 
at this time mercly because the indictment is unjustified. The practice of 
medicine can only be fully understood by those who have lived it; we realize 
that we must bestir ourselvcs because false concepts, which are being created 
by those who willingly misinterpret our ideas, are prevailing. 

Ray Lyman Wilbur, in a recent monograph, puts it very well when he calls 
attention to 

FACTS FACING THE PROFESSION 

‘“‘We must face the facts, we must study them to see what they mean, we must 
guide ourselves by what they tell us, not by traditions and thinking that belong 
on the retired list. The age of gasoline and concrete, of x-rays, modern hospi- 
tals, industrial accident compensations, industrial and institutional organization 
for medical care, group practice, and modern public health compel new ideas, 
and, as Christopher Morley said in his ‘Thoughts of a Middle-Aged Mandarin’: 

Breaking in a new idea 

Is like breaking in a new pipe— 

Uncomfortable work. 


I like the old familiar thoughts, 
No bite or parch. 


“Even if they do bite and parch, leadership requires that ideas be studied 
and understood. The air is full of legislative and other panaceas for the one 
outstanding social and economic fact, i.e., we have not devised a financial 
system by which all members of society, regardless of economic status, may 
receive a full or even a reasonable share of the benefits possible, through the 
practical application of modern scientific medicine. Our distribution is faulty 
because our methods are behind the times and the public thinking is addled. 
What other business does free work as a part of its regular program? What 
other business has a sliding scale of charges varying from $25 to $10,000 for 
the same service? Who knows how much it costs a physician to make a call? 
We know what cost accounting has done for modern business. Who knows 
anything about cost accounting in medical practice? We have not even the 
evidence upon which to develop a modern plan and yet a considerable propor- 
tion of the profession are fundamentalists with locked minds, when any new 
procedure is proposed. We cannot escape change. The question is, are we going 
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to guide it? Many proposals made are not “socialistic”? or ‘“bolshevistic.” 
They cannot be quieted by slogans or personal attacks on the experimenters. 
How can we keep that independence which is essential in the life of the physi- 
cian and also that close personal relationship between doctor and patient 
which is vital to successful care of a large proportion of human ailments? 
Some plan must be devised so that official snoopers will not be projected in 
between doctor and patient. The physician must show that acute and yet 
conservative responsiveness that is the basis of the rapid progress of medicine 
as a science in the development of the practice of medicine in an economic 
world with new concepts of government, social organization, publicity, educa- 
tion, and science. 

“The 140,000 physicians in the United States, together with the nurses, 
dentists, and sanitarians, have more immediately at stake in proper organiza- 
tion than any other portion of the population. There are great inadequacies 
in the situation at the present time. It has been stated that in this most pros- 
perous period most of the tonsillectomies done in great cities are done without 
charge to the patient. Some 15 per cent of the 2,400,000 births each year 
are not attended by physicians. Uncollectable bills and free work form a very 
large item in the accounts of the ordinary physician. There have been very 
large contributions and endowments for medical service, but very few of these 
take the form of payment for services rendered by physicians. A considerable 
portion, too, of the hospitals are not operated for profit. One of the funda- 
mental questions is whether they should be. It is quite clear, too, that the 
large proportion of our population, made up of people of moderate means who 
desire to meet all of their obligations, find it difficult, if not impossible, to carry 
their families through periods of illness. Since our legislative group comcs 
largely from this portion of the population, a sympathetic ear is given to 
solutions often proposed by those who see only one side of the picture. 

“There is a gradual encroachment in various directions in the field of medical 
practice which takes the form of group practice, public clinics, pay clinics, 
organization of hospital and medical services by great corporations, such as the 
railroads and industries, student health services in the universities, benevolent 
societies with hospital privileges; and public health is constantly extending 
its range. There is no common program, no statesmanship, no strategy, simply 
the field is gradually being occupied with much overlapping and much dissatis- 
faction.” 

Last year we were honored by being invited to discuss a topic presented 
by a representative of one of America’s great newspapers, The Philadelphia 
Inquirer, at the annual meeting of the Pennsylvania Hospital Association. 
The subject under discussion was “The Hospital and the Press.” 

We have always found the press humane, sympathetic, and co-operative. 
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In Philadelphia, we had an opportunity to study the pathology and symptom- 
atology of the malady our sister organization was suffering from, to wit, 
aloofness, reticence, and a general tendency to consider matters belonging 
to hospitals as the hospital’s particular problem, which information was barely 
available to the press. Having been invited to make the diagnosis, we attempted 
to suggest a remedy: open the doors of the hospital to the press and receive 
them with open arms, as you would your patients; confide in and trust them; 
they will solve many of your weighty problems; in other words, establish a 
cordiale entente, and many of your problems will find an easy solution. The 
advice offered to our brethren on the Delaware applies to all of us; let us take 
the press of the country into our confidence and let them know our side of 
the story, and much of the present misunderstanding will be cleared up. Our 
hospital lives must be written on pages so that “he who runs may read” the 
whole truth and nothing but the truth. 

Finally, into this re-organization that we talk about we too must enter 
heartily, in order that we may demonstrate our eagerness to do from within 
that which busy-bodies, social uplifters, and the like are threatening to do from 
without. In such an effort the following fundamentals may bear repetition: 

Let the human element always sway us. 

We must as vigilantly supervise the patient’s care as many seem to supervise 
the patient’s bills. 

Our enthusiastic striving for scientific improvement and experimentation 
must be guided by a sympathetic consideration of our patients. 

Let the patient be your first consideration; let business always be a secondary 
matter. 

Let the humanities in medicine be the predominant note—the key-note 
within the walls of our hospitals. 

The hospital, the practitioner, the medical society, are interdependent units; 
when they function in unison, as a harmonious whole, many of our difficulties 
will be solved, our institutions will be better served, and the patients in our 
hospitals will reap the benefits. 

With the ethics of medicine within our hearts, with humane consideration 
permeating our lives, we may confidently anticipate a whole-hearted co-opera- 
tion on the part of the American public. 

Our hospital will then be a true agency of human endeavor and uplift and 
the people of all creeds and all classes will rise and call us blessed. 
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THE RELATION OF HOSPITALS TO 
PUBLIC HEALTH 


By C. F. Witinsky, M.D. 
Superintendent, Beth Israel Hospital, Boston 


N EXCEEDINGLY GRATEFUL and pleasant contrast with the days of old when 
I hospitals were regarded only as places for the poor sick, we meet today 
with the fact of their definite acceptance as a most vital part of sound 
community organization concerned not only with the care of the sick but in a 
very marked measure with the health of the people. Intimately related indeed is 
the hospital with the public health of the community. That we may correctly 
emphasize this truly significant relationship, it appears pertinent that we stand 
on common ground in the definition of public health, phrased by Professor 


We are exceedingly mindful of the true significance of medical social 
service. The solution of perplexing and disconcerting problems of the 
sick is properly appreciated by well trained physicians and surgeons 
who have the true conception of the real value of this worth-while 
service and are mindful of its satisfactory effect upon the sick. 

It is therefore within the walls of the hospitals that we must look, 
in a marked measure, for the training of doctor, nurse, social worker, 
and research student whose contributions may reasonably be expected 
| to play significant parts in the promotion of the public health. 





Winslow as “the science and art of preventing disease, prolonging life, and 
promoting physical health and efficiency through organized community efforts 
for the sanitation of the environment, the control of communicable infections, 
the education of the individual in principles of personal hygiene, the organiza- 
tion of medical and nursing service for the early diagnosis and preventive treat- 
ment of disease, and for the development of the social machinery which will 
insure to each individual in the community a standard of living adequate for 
the maintenance of health.” 

While the major devotion of hospitals for many generations was concentrated 
on the care of the sick, there has been a gradually increasing realization of 
the economic wisdom and soundness of doing everything humanly possible 
for the promotion of health and the extension of life. That hospitals, con- 


1 Read before the Eighth Annual Session of the New England Hospital Association, Boston, 
October 22, 1929. 
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stituting composite aggregations of the best medical minds, should be concerned 
with the health of the people is indeed fitting and inevitable. We acccpt as 
an acknowledged principle the fact that no hospital is fulfilling its full per- 
formance which does not on the one hand do everything possible to rehabilitate 
and restore to society as speedily as possible those placed under its care and 
on the other hand play an important and definite part in the development and 
carrying on of services which have for their objective the promotion of health 
and the control of disease. 


CONTRIBUTIONS OF HOSPITALS TO THE PUBLIC HEALTH 


Training of physicians.-—It is fitting and proper to stress the contributions 
of hospitals to the public health through the medium of the education of varied 
personnel. The training of students in medicine and of physicians in a higher 
standard of medical and surgical technique as well as research is reflected in the 
practice of sounder medicine on a more scientific plane. These factors play 
an exceedingly significant part in the reduction of morbidity and mortality— 
positive factors in the promotion of public health. 

Training of nurses——The adequate and satisfactory training of women for 
the profession of nursing who afterwards come into professional contact with 
the sick in the hospital and the home is an invaluable contribution and a signi- 
ficant factor in the promotion of the public health. Properly trained nurses 
with public health vision disseminating health advices to the expectant mother, 
giving instruction on child health, emphasizing the significance of school hy- 
giene, are a material influence for better health. 

Social Service—We are exceedingly mindful of the true significance of 
medical social service. The solution of perplexing and disconcerting prob- 
lems of the sick is properly appreciated by well trained physicians and sur- 
geons who have the true conception of the real value of this worth-while service 
and are mindful of its satisfactory effect upon the sick. 

It is therefore within the walls of the hospitals that we must look, in a 
marked measure, for the training of doctor, nurse, social worker, and research 
student whose contributions may reasonably be expected to play significant 
parts in the promotion of the public health. 

Significant and material indeed are the actual activities in public health ser- 
vice contributed by hospitals. Boston is offered as an example of a typical 
American community whose hospitals are conducting varied public health ac- 
tivities. 

Actual activities in health service.—Attention is called to the true value as 
health factors of its prenatal clinics and lying-in service as a measure for the 
protection of the health of the expectant mother and the new-born baby. A 
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clinic for healthy babies and pre-school children is by no means the least 
interesting feature of a local children’s hospital of outstanding reputation. 

Facilities for the early detection of tuberculosis as well as the institutional- 
ization of the individual are exceedingly valuable as public health measures. 
The facilities for the examination of all possible contacts in our out-patient 
departments represent an outstanding contribution for the control of this 
disease. It is an unchallengeable fact that the enormous reduction of tubercu- 
losis may fittingly be credited to the activities of the hospitals. 

The care of the mentally deranged is an enormously growing problem to 
those concerned with the public health. Intelligent communities, mindful of 
the helplessness of those suffering from this disease, are developing every pos- 
sible facility not only for their comfort but for the early diagnosis of these con- 
ditions. This tends to place an emphasis on mental hygiene clinics as a neces- 
sary and important activity logically to be considered as part of out-patient 
hospital organization. 

The problem of the cripple and the chronic sick is one of interest in the field 
of public health. A recent survey of the chronic sick in Boston revealed in- 
sufficient facilities for the care of this group and represents a situation re- 
quiring the serious thought of everyone interested in the promotion of health 
and the care of the sick. 

Increasingly developing opinion as to the relative value of early diagnosis 
as a factor in the control of cancer has already stimulated the opening of can- 
cer clinics as part of hospital organization in intelligent communities. 

Health departments and hospitals —We are informed’ on reliable authority 
that a contantly increasing relationship is being developed between hospitals 
and health departments. Forty-eight per cent of 247 city health departments 
studied have affiliations with hospital laboratories for the performance of varied 
laboratory technique. In fifty-six of the above cities communicable disease is 
hospitalized in accordance with definite arrangements with the health de- 
partments. In eighty-seven cities clinics for tuberculosis, venereal disease, 
heart disease, and infant welfare are maintained in the out-patient departments 
of local hospitals. 

We are all familiar with the part played by hospitals in the isolation of com- 
municable diseases, a fundamental and all-important problem in the field of 
public health. 

THE PRESENT SITUATION 

Improvement of sanitation, the control of communicable diseases, individual 
appreciation of personal hygiene, and better organization of medical and nurs- 
ing service have made possible a marked reduction of disease and have aided 
greatly in the extension of lives. It is nevertheless undeniably true that too 

1 Michael Davis, “Hospital Administration as a Career.” 
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many expectant mothers are dying in labor, too many new-born babies are 
lost before the age of one year, too many pre-school children are found enter- 
ing school suffering from remediable defects, too many youngsters need the 
beneficent influence of mental hygiene for the correction of improper health 
habits, which can only come with increased appreciation of the possibilities 
in this field. Too many men and women die in the prime of life, too much 
is spent for the treatment of disease, and too much is lost due to absence from 
employment. 

Ray Lyman Wilbur has said that if any well situated community would 
adopt and put into practical, every-day use all that we know of medicine and 
science and the control of disease, there would be such an increase in human 
happiness and effectiveness and such a decrease in sadness and inefficiency that 
in ten years that city would be the wonder of the world. He says that if we 
simply cared for the children of the community as well as the breeder does for 
his blooded stock, we should remodel the next few generations. 

This is indeed a great challenge to organized society, and the part that the 
hospital can play in this worth-while effort for the extension of life and the 
prevention of disease is an interesting question. It would seem that increasing 
emphasis on disease prevention, with a greater appreciation of the opportunities 
in this field, must impose the need of effective organized facilities. As students 
increasingly begin to be trained in preventive medicine the attitude of the 
medical profession will become more friendly toward the well organized clinic 
presenting preventive facilities. 

Increased opportunities for hospitals in the field of public health——We are 
faced with the fact that general hospitals have not, as a rule, been educated 
in the care for the normally healthy person but have concerned themselves 
more with the care of the sick. The significant warning uttered by Glenn 
Frank in an address only a few days ago before the American College of Sur- 
geons emphasizing the annual loss of almost two billions of dollars from pre- 
ventable sickness, and the information received from other reliable sources 
that 2 per cent of our population is constantly ill and that 314 per cent of 
the country’s income is expended on illness, much of which is preventable, are 
pertinent facts to be considered. Doctor Frank urges the medical profession 
for its own protection to train and organize itself for the practice of that type 
of medicine which concerns itself with disease prevention. 

What are some of the preventive services which might very well be included 
within the scope of hospital service? 

Allusion has already been made to the unnecessary deaths of expectant 
mothers and new-born babies. While there has been a material reduction in 
deaths of infants from gastric causes, deaths from injuries at birth and from 
prematurities have remained practically stationary and there has been only 
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a very slight reduction in the deaths of mothers in connection with labor, par- 
ticularly from injuries and toxemias. The positive advantages of the hygiene 
of pregnancy as factors in the reduction of the staggering losses of mothers 
and new-born babies are not only stressed again, but the part that hospitals 
can play in the furnishing of adequate facilities and good obstetrics is here 
emphasized. 

The infant and pre-school age clinic, which plays so important a part in child 
health, is a worth-while community service which may very well be considered 
as a part of out-patient practice whenever it does not duplicate existing well- 
established services. It may be wise to emphasize the economic advantages 
of placing this in contact with the curative services in our out-patient depart- 
ment, instead of isolating it. 

Infants and pre-school children.—Allusion to child health services opens up 
a varied list of preventive measures applicable to this age group, including im- 
munization against smallpox and diphtheria, as well as posture clinics, nutri- 
tion clinics, prophylactic dental service, mental hygiene clinics, etc. 

Emphasis is placed at this time on a closer and more improved relationship 
between those who concern themselves with the problem of the corrective needs 
of the young school child and the facilities of our out-patient departments, so 
potently equipped to cope with the physical defects of children in this group. I 
am mindful of the services rendered by the out-patient department in the cor- 
rection of physical defects in school children and yet I am convinced that there 
is an opportunity for the development of better mechanics for amore satis- 
factory solution of this serious problem. 

Adults.—Adult life offers a very fertile field for the practice of various 
aspects of preventive medicine which may very well be carried on within the 
walls of the well-functioning out-patient department. It is well recognized that 
in order that personal hygiene may be properly understood and make satis- 
factory strides, there must be the background of an intelligent medical diag- 
nosis and opinion. The opportunity for a health clinic for the adult is a ma- 
terial one. Diet and health seems as significant as diet and disease. The im- 
portance of proper personal habits must be emphasized if they are to replace 
improper ones. If this is to be accepted as a part of sound medical practice, 
the logic of such technique as a part of out-patient practice would appear 
evident. 

Venereal disease.—Venereal disease is an intensely acute public health prob- 
lem for which so much is done in our dispensaries and out-patient departments. 
It is quite well agreed that the control of this condition is dependent not only 
upon active treatment but upon prevention stimulated by health education. 

Mental hygiene —Increasing emphasis on the need for more mental hygiene 
clinics is justified by the constantly in.creasing number of mentally sick. 
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Degenerative diseases—The degenerative diseases bring within the scope 
of preventive medicine increasing abnormal conditions constituting a serious 
public health problem. Our modern method of living seems to play a very 
significant part in the increasing deaths from heart disease, cancer, and other 
degenerative diseases. It appears that any effort to combat this condition 
will tend to emphasize the value of the periodic examination of the apparently 
healthy person for the purpose of early detection of symptoms. This plan em- 
phasizes the importance of a technique similar to that now carried on in baby 
and pre-school health work in well established clinics. 

We are all familiar with the plan of Doctor Martin, which he defines as “‘the 
health inventorium.” The purpose of this plan is the development of ade- 
quate facilities, as part of out-patient practice, for the conduction of the peri- 
odic health examination. He stresses particularly the advisability of opening 
our out-patient departments to the rank and file of the medical profession. I 
leave it to more mature minds in the field of hospital administration to deter- 
mine the very best plan to be adopted but I endorse earnestly a plan which 
would be a material contribution to public health and a positive factor in life 
extension. I believe with Doctor Martin that the extension in a marked meas- 
ure of the principles of personal health will demand the support and co-opera- 
tion of an organized medical profession. 

We are bound to progress toward economic organization in medicine with 
the medical profession always playing a leading part, since no medical program 
can be sound unless the medical profession assumes proper leadership. We 
can see in the none-too-distant horizon the extension of health services in vari- 
ous forms as part of well planned and well-functioning hospitals. There is 
no greater appeal than better health, and organized communities will compel 
the development of satisfactory organizations which will have for their ob- 
jective the extension of life. It is impossible to conceive of such development 
without the active participation of the hospital. 


CONCLUSIONS 

It is important to remember that community health implies, for its objective, 
the organization of well developed and established facilities for the promotion 
of health, the prevention of disease, and the care of the sick. This demands 
the co-operation and assistance of all agencies dealing vith the above phases. 
Careful studies of the causative factors of disease and of how health may be 
maintained furnish a basis for the organization and the development of a pro- 
gram. This can only function to the best advantage by intimate contact and 
definite relationship between existing agencies having for their objective co- 
ordination and correlation for the avoidance of duplication and waste. 

It is not intended that hospitals shall overnight so revolutionize their pro- 
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cedures as ruthlessly to develop duplicating public health clinics already func- 
tioning to the best advantage, but rather to correlate their activities with such 
existing organizations. A meeting of minds, on the other hand, may establish 
the wisdom of bringing these already existing clinics within the walls of the 
hospital whenever that seems justifiable. There is no one yardstick with which 
these phases may be measured. Local and geographic conditions may justify 
one plan or another. There may be reasons for making one hospital the health 
center of the community. This might be applicable to a county or small town 
organization. On the other hand, such a plan might be illogical in a metro- 
politan center. 

Hospitals assume definite responsibilities in the field of community health 
and have made material contributions to the extension of life, the maintenance 
of health, and the reduction of disease. The increasing emphasis on prevention 
of disease as a necessary part of sound medical practice places very definite re- 
sponsibilities upon the hospital. Every proper measure for health conservation 
becomes its concern and must seriously be considered as part of its service. The 
medical profession’s earnest attempt to promote health and to control disease 
will be reflected in the hospital’s contribution in this field. 

Much has been said and a great deal has been written on the subject which 
is the theme of this paper. The author frankly confesses to a lack of any ma- 
terial contribution but desires to pay tribute to what hospitals have accom- 
plished in the furtherance of the public health and perhaps dares to suggest 
that the rapidly changing order of things and the inroads which up-to-the- 
minute modern civilization is making upon the human economy compel that 


si.ess be placed upon the development of increasing facilities for health 
conservation, in which field the hospitals should play a very important and 
necessary part. 








DO HOSPITALS OVERCHARGE? 


By Louts J. Bristow 
Superintendent, Southern Baptist Hospital, New Orleans 


the operating expense. Only a minority of patients pay the hospital 
what it costs the hospital to take care of them. The large part of those 
who pay regular fees pay less than hospital service actually costs. 

It is difficult to convince the average hospital patient that the wide differ- 
ence between the cost of what he sees and the rate he pays represents any- 
thing but profits to the hospital. Such a misconception of fact arises from 
the failure to distinguish between visible and invisible operating costs, com- 
puted upon the basis of the number of patients served. 

Again, most persons confuse doctors’ and special nurses’ bills, and other 
incidental charges not made by the hospital, with the cost of hospital care. 
So far as the patient is concerned, he has to pay it all, but it is obviously un- 
fair to charge against the hospital the money which it does not receive. 

Recently I received a letter from a friend in Mississippi stating that an in- 
fluential man of his acquaintance was severely criticizing the Baptist Hos- 
pital in New Orleans for exorbitant charges, saying that he paid $136 for 
two days in the hospital. I looked up the patient’s record and found that 
he paid the hospital for its services only $14. I wrote my friend telling him 
of it, and suggested that he see the complaining “influential man” and ask 
him to whom and for what he paid the other $122. His inquiry elicited the 
fact that the doctor was paid $75, the anesthetist $35, and a special nurse 
$12. Yet he was making a statement which was misleading folk to believe 
that the hospital charged him and received $136 for two days’ services. 

For the $14 which the hospital received it furnished this patient with a 
room for two days; six meals; a fully equipped operating room for surgery; 
two surgical nurses during the time of operation; an orderly at his call; a 
registered doctor (intern) to visit him at any time of the day or night; floor 
nurses to care for him two nights; and six meals for his special day nurse. 

The surgeon did the surgery and visited him once the next day, giving or- 
ders to the hospital intern for the patient’s care and treatment. He collected 
$75. The anesthetist gave the anesthetic and did not see the patient again. 
He collected $35. The special nurse was with the patient two days, and she 
collected $12. 

The hospital patient gets room and meals and routine medicine, gauze and 
bandages and cotton, and a hundred other supplies, as well as constant pro- 
fessional attention twenty-four hours a day. The hospital maintains costly 


a, ARE FEW, if any, hospitals whose income from patients’ fees meets 
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laboratories and scientific equipment and must keep abreast of the advance- 
ments in modern medicine in the purchase of new appliances for diagnostic 
and therapeutic purposes. It must provide a full administrative staff in ad- 
dition to the nurses, admitting clerks, bookkeepers and record clerks, labora- 
tory technicians, roentgenologists, interns, orderlies, housekeepers, and the full 
complement of personnel necessary to the operation of a large institution. The 
services of all these, as well as of nurses, are necessary in the care of the 
sick. And there must be three “shifts” of employees, for the hospital busi- 
ness cannot open at nine o’clock in the morning and close at five o’clock in the 
afternoon. There are no holidays or Sundays off in sickness. Moreover, 
sickness comes to hospital employees as to others, and substitutes must be pro- 
vided. The service of the hospital is a twenty-four hour service—an adequate 
nursing and professional staff must be on call at any time during the day or 
night. 

From one-fourth to one-half of the total of hospital costs is incurred in ac- 
tivities generally described by the term “professional care.” In addition to 
the very definite services for which the patient pays—board and room and 
nursing care—there are maintained for his safety and his comfort pathologi- 
cal and roentgenological laboratories; surgical, cardiograph, and metabolism 
departments; often research laboratories; expensive departments for the ad- 
ministration of special therapy; and all of the educational activities of the in- 
stitution that are concerned in the education and training of physicians, nurses, 
dietitians, and other employees who are being trained in welfare work. 

Hospital costs seem high to the patient who is ill and who is deprived of 
his income while he is sick. But hospitals are required to have very costly 
equipment and to render service which is unique. The demands of modern 
medical and surgical service are not generally known to the public. The hos- 
pital has to give a great deal of service for which it receives no pay. This is 
particularly true of accident cases and is always true of those indigent patients 
who come in for care. Hospitals do not make money, as a rule. They give 
service at figures often much less than actual cost, and no one pays a profit 
who does not demand and receive extra special service. The patient seldom 
pays for interest on the capital investment or depreciation of property. Hos- 
pitals are usually built from donated funds, and are replaced with money re- 
ceived from the same sources. Hospitals serve directly the sick and afflicted 
in every community, and all other persons indirectly. Only a very few of the 
large number of patients pay a figure substantially above the actual cost of 
the service rendered. 
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THE COMMUNITY CHEST AND 
THE HOSPITAL’ 


By W. P. Morritt, M.D. 
Superintendent, Maine General Hospital, Portland 


HE IDEA OF THE Community Chest seems originally to have grown out of 

the various money raising activities of the World War period which 

demonstrated the value and developed the technique of unified and or- 
ganized community effort. The method of raising funds for all community, 
philanthropic, and service activities has so grown in popularity that now we 
find more than 60 per cent of the cities of 25,000 population or over financing 
their social welfare programs in this manner. 

It is thus apparent that those hospitals which have not yet been called upon 
to decide for or against participation in a Community Chest may soon be 
called upon to do so, and in order that the decision may be a wise one, it is 
well that all the advantages and disadvantages be carefully studied. 

Davis quotes figures from a survey covering 85,078 beds in 131 cities, in- 
dicating that the Community Chest donation amounted to but 5% per cent 
of the current operating expenses of the hospitals concerned; this varied from 
7 per cent in northeastern United States to 2'% per cent in the West. He 
further notes that contributions are, as a rule, confined to current expenses, 
while the greatest need in most hospitals is for capital funds, endowments, 
and new buildings and equipment to enable them to keep abreast of the de- 
velopment of modern medical, social, and hospital practice. 

The great and increasing proportion of pay and part-pay patients in most 
hospitals not supported out of tax funds, and the requirements of most Com- 
munity Chests that full accounting for all income and expense be made to 
the Chest, that each participating hospital render its accounts in standardized 
forms, irrespective of the hospital’s own form of accounting, and that the hospi- 
tal abstain from all other money raising efforts so long as it is a member of 
the Chest, lead many superintendents to believe that participation in the Chest 
is not worth while. 

Usually the extent to which a hospital shall share in the benefits of a Com- 
munity Chest is measured directly or indirectly by its charity work, and while 
the Chest will willingly finance education in an institution which is primarily 
educational, it often fails to recognize the educational and research functions 
which are inseparable from any well conducted hospital of fifty or more beds. 

In most hospitals the need for capital funds, for endowments, and for expan- 


1 Read before the Eighth Annual Session of the New England Hospital Association, Boston, 
October 22, 1929. 
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sion is even more pressing than the need for current operating funds, and few 
Chests recognize this need in any adequate manner, as the demand would be 
too great. The Community Chest ordinarily depends for raising its funds 
upon a large number of contributions of moderate size, while it is a pretty well 
recognized principle of hospital financing that capital funds of all sorts must 
for the most part come from a few large contributions, each contribution 
slowly and carefully planned and solicited and then coming more often as 
a legacy or a memorial than as a gift. But the money raising effort of the 
Chest is usually predicated on promises to the community that no member shall 
make any other solicitation, and thus the member hospital is cut off from what 
often is a principal source of revenue and—worse yet—gradually loses con- 
tact with prospective large donors. 

In order to make good its pledge to relieve donors from the annoyance of so- 
licitations other than the single annual campaign of the Chest, it often becomes 
necessary to include charities of doubtful value, many often overlapping, thus 
making the total budget to be raised unreasonably large, and if the campaign 
fails to reach its goal each member organization must accept its pro rata de- 
duction. Since the budgeting committee has already cut to the barest neces- 
sities, the reduction may become very embarrassing to the institution. 

The above disadvantages are based on the theory of a well administered 
Community Chest. But they are not all well administered. Petty politics and 
prejudices sometimes creep in and become a source of serious trouble. One 
Chest denied recognition to a hospital unless it would give a place on its staff 
to a physician whom the hospital considered unfit. Religious sect conscious- 
ness may play a part. Catholic and Jewish groups, having more compact or- 
ganizations, may feel that their charities are better supported by themselves 
than as a part of the Chest. If the sect consciousness of the group is appealed to, 
other but smaller groups may take a similar attitude. In all such cases the 
breadth of view of the leaders may decide either for or against participation 
and their decision may mean the success or failure of the Chest. 

One administrator has said, “I find I have no trouble with the Community 
Chest so long as I do things correctly.” Undoubtedly many other institutions 
would give similar testimony. Certain it is that the cost of raising funds by 
the Community Chest is less than half as expensive as for each institution to 
conduct its own campaign. Likewise, a much more truly representative cross 
section of the community is reached than is possible in an independent drive, 
and since donors are ordinarily given the right to designate the institution to 
which their gift shall be allocated, there need be no lack of incentive to the 
individual institution to display all the initiative and energy of which it and 
its friends are capable. 

The necessity of appearing before a budget committee and defending every 
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item of its estimate has a very wholesome, even though sometimes embarrassing, 
effect. 

The requirement that all accounting be standardized according to a plan 
laid down by Chest authorities may result in some duplication of effort in 
those institutions which already have a good cost accounting system, but for 
many others the required re-study of their accounting methods may be of great 
value, and in many cases the standardizing of the form of accounting for 
several hospitals in the same community operating under comparable conditions 
is likely to be of material assistance to the wide-awake administrator. 

Recently the University of Chicago, in co-operation with the Association 
of Community Chests, has started a system of voluntary reports to be made by 
Community Chest members. Since these forms are standard and very well 
devised, their tabulation will soon give to all social welfare workers some 
very valuable comparative data on all types of charity work. 

A word as to the normal mode of operation of a typical Community Chest 
may be of interest. The permanent organization consists of all subscribers and 
all participating institutions. The conduct of the business is in the hands of 
a board of directors consisting of two representatives from each member in- 
stitution, preferably one trustee and one executive, and an equal number of 
representatives selected by the donors. In addition to the usual officers and 
committees there is an executive secretary (who should be an experienced, 
full-time Ccmmunity Chest executive) and a budget committee. 

After organization, each institution prepares a budget of its needs for sub- 
mission to the Budget Committee or one of its sub-committees. This budget 
will show in parallel columns on numbered lines the expense for each item 
for the preceding two years with an estimate of needs for the coming year and 
an “increase” or “decrease” column. On another sheet is space to explain, 
by reference to the numbered lines, the reasons for increases or decreases. At 
its convenience the Budget Committee will call a representative of each in- 
stitution to justify its estimates. 

When the budgets of all institutions have been approved, the Chest officers 
consolidate them and prepare for the fund raising. Member institutions are 
usually forbidden to make any other solicitations while receiving funds from 
the Chest, which is thereby enabled to assure prospective donors that a sub- 
scription to the Chest will give them immunity from further solicitation. Dur- 
ing the campaign, subscribers are permitted to designate their gifts to any mem- 
ber institution desired, but in case such designated amounts exceed the total 
budget allowance, each donor is informed and asked to permit diversion of a 
portion of his subscription to the general or unallotted fund. If the total of 
the subscription falls short of the budget, each member must accept a cut. 
If it exceeds the budget the surplus is added to the contingent fund as a re- 
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serve against unpaid pledges or any emergency arising in any of the member 
institutions which the Budget Committee feels is serious enough to merit 
such consideration. 

Once allotted, funds may become available as a monthly allotment, on a 
service rendered, or on an operating deficit basis. On the first named, a certain 
fraction of the total allotment (usually one-tenth) is available each month. 
On the service rendered basis, payment is made on the basis of days’ treatment 
of charity patients during the elapsed month. Under the operating deficit 
method the institution renders an operating statement of income and expense 
at the end of each month and receives a check for the amount of the operating 
loss. Under this plan it has happened that when by good management or good 
luck the hospital showed an operating profit, the Chest claimed it. 

As each year is considered as a separate unit, it may occur that the budget 
will approach the end of the year with a surplus on hand. In this case, the 
Chest may make allotments to member institutions for payment of old deficits, 
for retirement of funded obligations, or for improvements. 

Like any other organization, the Community Chest may be either an asset 
or a liability to a community according as it is wisely or unwisely administered. 
Likewise, irrespective of its community value, it may be a liability or an 
asset to a member institution. When the opportunity arises, hospital adminis- 
trators should consider the question carefully, not on the basis of the current 
year or of some current pressing need, but on the basis of the general financial 
welfare of the institution over a period of several years. 

No one can foretell the future, but careful deliberation may save many 
missteps. 


An institution is the lengthened shadow of one man. 
—Emerson 
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OUR THIRTY-SECOND ANNUAL 
CONVENTION 


HE Board of Trustees at its meeting on October 14 selected New Orleans 
(Be the place for holding the thirty-second annual convention of the Ameri- 
can Hospital Association, and October 21 to 24 inclusive as the date. 

It is the first time in the history of the Association that its annual conven- 
tion has been held south of the Ohio River, with the exception of the Louis- 
ville convention. 

For many years, our members in the southern states and all other hospital 
people have been most cordial in their invitation to enjoy their hospitality. 
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CoNVENTION Hatt, NEw ORLEANS 


The increasing number of hospital projects and the increasing membership 
in the Association, both institutional and personal, from the South insure our 
‘ convention a wonderful welcome. 

New Orleans itself, with all of its historical interest, its delightful French 
quarter, its old-world charm and fine courtesy, is one of the most interesting 
of American cities. From the time that it was the seat of government of 
French Louisiana, down through the old planter days and up to the present 
time, New Orleans has been famous for its generous welcome and cordial hos- 
pitality to its guests. Here beauty and history and romance abound. It is 
one of our oldest cities and has been a capital under the flags of three nations. 

Built and developed by the French and Spanish, the charm of Latin cul- 
ture lingers around it still. The old French quarter, old architecture, old 
churches, old forts, old streets with the overhanging lace balconies, are all 
interesting and fascinating to the visitor. 
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The hospital people of New Orleans have appointed the following com- 
mittees: 
1. Committee on Arrangements, Colonel W. C. Rucker, Chairman. 
This committee consists of: 
(a) All members of the New Orleans Hospital Council. 
(b) Outside members from the state hospital associations of Louisiana 
and Mississippi as listed above. 
Publicity Committee—Dr. Leon Menville, Dr. Henry Daspit. 
Program Committee—Dr. Arthur Vildrine, Dr. Jerome Landry. 
Banquet and Ball Committee—Dr. Jerome Landry, Dr. E. L. Leckert. 
Hospital Visits—Dr. Bristow, Dr. H. W. Knight, Mr. G. T. Carver. 
Reception Committee—Dr. Charles Chassaignac, Miss L. Daniels. 
Music Committee—Dr. E. L. Leckert, Dr. Jerome Landry. 


SID MN & W ODO 


Among the interesting diversions contemplated for Convention Week is a 
trip up the old Mississippi River around the bend toward Baton Rouge. Ar- 
rangements are being made to charter a river steamer for this wonderful 
voyage. The steamer will accommodate 2,500 guests, and each of its spa- 
cious decks will be especially furnished for the occasion. One of the features 
of this steamer is its dance deck, where music will be furnished by the famors 
Cotton Picker Orchestra. 

The program that is being arranged will include many names of nation] 
and international prominence in the hospital and public welfare work. The 
questions that will be brought up for discussion are those that are interesting 
to hospital people all over the world today. The morning sessions will be 
devoted to round table discussions. 

Four comfortable halls accommodating four hundred people each will be 
available, in addition to the large assembly hall and theater. The acoustic 
properties of the new convention auditorium are the last word in perfection. 

The convention hall is located within five blocks of the leading hotels of 
New Orleans, right in the center of town, on Rampage Street, three and one- 
half blocks from Canal. 

Good hotel accommodations can be secured for from $3.00 a day for a 
single room to $5.00 a day at the most exclusive hotel. The restaurants are 
famous for their good food and especially prepared dishes, and the meals 
are served at a price within easy reach of all. 

The commercial exhibits this year will be complete in every detail. The 
Exhibitors’ Association has shown unusual interest in preparing for this con- 
vention. They are arranging to stage one of the most interesting exhibits that 
has at any time been presented at our conventions. The new convention audi- 
torium will provide six thousand square feet of space, all of it well arranged 
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and convenient to our assembly halls. All meetings of the convention will be 
held under the same roof as the exhibits. 

The arrangements for the annual banquet are being perfected and will be 
held at the Hotel Roosevelt. 

This October meeting will bring our delegates and friends to New Orleans 
at the period of the year when the climate is most delightful: for them, as with 
us, it is a period of Indian Summer—both day and evening cool and pleasant. 

Mark our convention days, October 21 to 24, on your calendar and arrange 
to combine a wonderful convention of the Association with a delightful visit 
to America’s most interesting city. 

All rail and steamship lines will make a reduced rate of practically a fare 
and a half for the round trip. 


That civilization will most endure that concerns itself with health. 
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A PLAIN STATEMENT ABOUT 
HOSPITAL COSTS 


By M. H. EICHENLAUB 


Superintendent, Western Pennsylvania Hospital, Pittsburgh 


UR COUNTRY is suffering, at this time, from widespread misinformation 
concerning hospitals and their staffs, which is resulting in untold harm to 
everybody, not excepting the potential patient and the members of 

society in general, and it is not going to be easy to counteract these ill effects. 
Certainly there is work to be done by thinking people, and action cannot begin 
too soon if the public is to be given an entirely truthful and unbiased account of 
the situation as it obtains in the matter of hospital costs and charges and allied 
medical and nursing care. Unquestionably, certain adjustments are necessary 
to bring within the reach of everyone what he desires in medical, nursing, and 
hospital service at a minimum charge, and in time a solution to this most diffi- 
cult problem will be found. 

In the meantime, conditions are not bettered by casting the blame upon any 
one group of individuals, especially when patients and their families are often 
illogical and unreasonable in their demands, and when they wilfully assume 
financial burdens beyond their ability to bear. After all, the general pavilion 
is always available, with the most skilled medical, surgical, and nursing care, 
and it costs not one penny, provided the patient is unable to pay. At most, he 
is never asked to pay more than a part of the cost to the general pavilion, 
so that there is no real obstacle to his securing medical and surgical care in a 
good hospital; he has only to accept what is offered. 

Private rooms and other private accommodations cost a great deal of money 
to maintain, just as hotel accommodations do, and the hospitals, as a whole, 
cannot possibly afford to extend gratuitous service in these rooms for which 
they must secure at least cost and a reasonable percentage of earnings in 
order to function properly and do the work they should. Were it not for the 
bequests and contributions of kindly disposed persons with abundant means, 
many hospitals would have to close their doors, even though they are sub- 
sidized in part by the city, county, or state. 

In Pennsylvania a large number of the hospitals receive state aid, for which 
they are very grateful, but in many institutions this does not go very far to- 
ward supporting their charities. In Pittsburgh we do not receive any finan- 
cial aid from the city or county. 

A patient desiring accommodations in a private room, a private compart- 
ment, or a semi-private room must engage his own physician or surgeon, which 
arrangement is outside the hospital’s ken. The same is true also in the case 
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of a patient desiring a graduate or special duty nurse. These fees (the doc- 
tor’s, and possibly the nurse’s) increase the cost of hospital care in a private 
accommodation, but very often the patient and his family lose sight of this 
fact until the statements begin to arrive, even though the situation has been 
fully explained to them in advance. 

West Penn and similar hospitals regret the necessity for making an addi- 
tional charge for extras, such as the services of the pathological, x-ray, and 
physiotherapeutic laboratories, the use of the operating room, anesthesia, and 
other like services. If they did not charge for these indispensable aids to 
correct diagnosis, they could not be supplied, as they are too costly to be 
included in present day rates for room and general service. It is hoped by our 
board of directors that West Penn Hospital will, in the not too distant future, 
secure funds with which to underwrite these extras for patients of limited 
means, but the possibility is not yet in sight, and in the interval we must con- 
tinue to charge, as a means of supporting these ever increasing adjuncts to the 
treatment of the patient. 

The patient in the general pavilion receives the same medical, surgical, 
and nursing care that is rendered to the private patient. The only difference 
is in his surroundings: he is not alone, but shares his quarters with other pa- 
tients—as students do who live in school dormitories. 

Comparisons between hospital and hotel charges are common, and do not 
signify anything. We personally do not believe there can be any correct com- 
parison between the established rates of the average hospital and the average 
hotel, principally for this reason: the average hotel is operated for profit, while 
the average hospital wants just enough income to function in a manner con- 
ducive to the best interests of its patients and to insure for it a future in keep- 
ing with the progress being made in medical science. It is a fact that the 
average hospital is not operated for profit. 

The Western Pennsylvania Hospital has a capacity of six hundred beds 
for patients and fifty bassinets for new-born infants. Its policy is to serve 
the patient to the best of its ability. This necessitates having a certain knowl- 
edge of the patient’s economic status in order to locate him, when admitted, 
according to his status. Unfortunately, the patient does not always agree to 
this arrangement, insisting upon better accommodations, with the result that 
unhappiness ensues as the charges mount. 

The bed capacity of the hospital is classified as follows: 

Two hundred and fifty-six beds in the general pavilion at $2.50 per day or 
less. (The major part of the hospital’s gratuitous service is rendered here.) 

One hundred and twenty-one beds for semi-private and industrial patients at 
$3.50 per day. 

Sixty private compartments at $4.00 per day. 
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One hundred and sixty-three private rooms at various prices, as follows: 
34 at $5.00 per day 
16 at 5.50 per day 
19 at 6.00 per day (with toilet) 
30 at 6.50 per day 
1 at 7.00 per day 
24 at 7.50 per day (with bath) 
8 at 10.00 per day (with bath) 

The remaining thirty-one private rooms are located in our new laboratories 
wing and rent at $10, $11, and $12 per day. These rooms were built within 
the past three years to meet a particular demand, and are patronized by pa- 
tients well able to pay for them. The rates set forth herewith include food and 
medicines; also, the divided attention of the intern and nursing staffs. 

Adjustments are necessary, as has been stated. Most hospitals concede this 
point. In the meantime, the patient and his family can help by accepting 
accommodations that are within his means. The situation will not correct it- 
self. All parties concerned must meet on a common ground, with the firm 
intention of analyzing and settling the whole problem. Needless to say, this 
will require tolerance and many sacrifices. 

Let us hope that the Committee on the Cost of Medical Care, with offices at 
910 Seventeenth St., N.W., Washington, D.C., organized in July of 1927 for 
a five-year study of the economic aspects of the care and prevention of illness, 
may eventually, with the help of physicians, nurses, and hospital executives, 
be able to point the way to a satisfactory solution of this most difficult of prob- 
lems—the best of medical, surgical, and hospital care, in appropriate surround- 
ings, at a cost within the reach of everyone. 
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THE AIMS OF THE CIVIC HOSPITAL 
ASSOCIATION OF CHICAGO! 


By Mrs. EtHet Kincaip GREENBAUM 


President, The Civic Hospital Association of Chicago 


E ARE FACED with many problems today, but none seems to hold more 

\ y interest for a great majority of people than the inability conveniently 

to meet the expenses occasioned by illness. This inability has been 

assigned to various causes. The one most frequently forthcoming is the 

complaint about the high cost of medical and hospital care. One hears and 

reads lengthy discussions concerning doctors’ fees and hospital charges, and 
divers ways of meeting these seemingly high costs have been suggested. 

Little of import has been accomplished. Something must be wrong, but 
just wherein does the difficulty lie? Cannot some of the trouble be placed 
on the doorstep of each of the respective groups interested—the doctors, 
the hospitals, and the laymen? It is not my province to discuss these prob- 
lems, except insofar as they concern the layman. But the interests are so 
closely interwoven one cannot well avoid questioning if it is not the duty of 
each group to look the matter squarely in the face and assume its respective 
portion of responsibility. 

Time was when my thoughts ran in the same groove as most others who 
place all the blame on the doctors and the hospitals, but after a careful study 
covering a period of several years, this question presented itself to me: ‘Are 
the worries and expenses of sickness all due to the supposedly high charges 
of doctors and hospitals, or cannot some of the responsibility for the hardships 
imposed be placed on the layman, by reason of his failure to take necessary 
protective measures? Is he not too prone to do a lot of grumbling, but, 
when required, pay the bills as best he can, letting those less able depend 
on the charities provided either by the state or the philanthropies of others, 
without giving any thought to a community or civic interest?” 

The question appears to be an economic one. Hospitals cannot be con- 
ducted properly unless the income is adequate to meet the essential present 
day expenditures. However, the same economic condition exists for the 
layman whose salary, while apparently high, does not greatly exceed his daily 
needs, so it is scarcely human to expect much provision for sick benefits. 

In our subconscious mind we all know that we may be confronted any day 
by illness, yet most of us are more or less gamblers at heart and are willing 
to take a chance on being able to meet the bills when the day or need 
arrives, unless we can make provision otherwise for so doing at no great 
inconvenience or expense. The fact remains, however, that when a person 


1 Read before the Thirty-fiist Annual Convention of the American Hospital Association, 
Atlantic City, June 19, 1929, 
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of average means is forced to have medical and hospital care, it usually wrecks 
the family budget to obtain it, as there is in every self-respecting person a pride 
which prevents the acceptance of charity, except as a last resort. 

Hospitalization has become a factor in the affairs of those living in large 
cities. It is not only the serious cases which are sent to the hospital, as in 
former years, but a rapidly increasing percentage of patients are sent to the 
hospitals for observation, as well as for treatment. Likewise, the physician is 
not inclined to make home calls, as formerly. This is largely due to the 
ever increasing demands on his time occasioned by great distances, large prac- 
tices, and the many discoveries of science which must receive deep study. 
Also, there is a decided change in the general mode of living. Today, instead 
of the comfortable homes of former times, the majority of people are cliff 
dwellers, living in some hotel suite or kitchenette apartment. It is almost 
imperative for them to go to a hospital if they are to receive proper care 
when ill. 

To meet these conditions, as well as those occasioned by the necessary 
hospital charges, the layman’s inability to prepare easily for hospitalization, 
and the personal pride which prevents acceptance of charity, the idea of a 
co-operative hospital plan was evolved. 


Chicago has come to the fore as a pioneer in this movement, and has 
founded the Civic Hospital Association of Chicago. This association is 
incorporated, under the laws of Illinois, for non-profit, and is sponsored by 
a board of public-spirited men and women who are devoting their efforts 
and time without any compensation other than that derived from helping 
others to help themselves. There is no element of charity involved. Dona- 
tions are not accepted, and the hospitals are paid full price for services ren- 
dered. It is a co-operative plan based on percentages. The percentages of 
illness, the length of stay required in hospitals, and the cost of maintenance 
are all based on the results of surveys. 


The Civic Hospital Association of Chicago is a 100 per cent co-operative 
membership plan, the purpose of which is to place proper hospital service 
in a dignified and convenient manner within the reach of almost everyone. 
Since it is incorporated for non-profit, the intention and desire of the directors 
is to use such surplus funds as may accrue for the benefit of the members in 
whatever way presents itself as most desirable. 

The association has the co-operation of the leading hospitals of Chicago. 
The control of the association is under the direction of a board of directors 
and a hospital board composed of the superintendents of the co-operating 
hospitals. The chairman of the hospital board is a member of the board of 
directors. ‘Thus the affairs of the association and of the hospitals are in 


direct contact. 
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There are two classes of memberships, classes A and B, but the cost to the 
member in either class is less than 5 cents per day. 

The dues of Class A membership are $18.00 per year, if paid in monthly 
installments of $1.50, or $17.00 if paid in advance. This entitles the mem- 
ber to: 

Hospital service for a period not exceeding fourteen days per annum for 
such illnesses as are acceptable hospital cases. Services required beyond the 
period of fourteen days will be charged at the minimum rate of the hospital 
room occupied. 

The service consists of: private room, board, floor nurse, ordinary medi- 
cines, use of operating room, use of delivery room, and routine laboratory 
examinations. 

For extra or special service other than that listed above the usual charge will 
be made by the hospital. 

In no case does the certificate cover or include fees of physician or surgeon 
or the cost of private nurse. 

The dues of Class B membership are $14.00 per year, if paid in monthly in- 
stallments of $1.35 for the first month and $1.15 each month thereafter. The 
service differs only in the fact that Class B patients are placed in semi-private 
rooms. 

The following are the conditions of membership: 

Any person between the ages of 16 and 65 may become a member, subject 
and conforming to the rules and regulations, and if approved by the member- 
ship committee. 

No medical examination is required. 

It is not required that the fourteen days be taken consecutively; they may be 
distributed throughout the year as needed. 

Condition of membership to be subject to rules and regulations. 

Hospital service goes into effect: in cases of accidents, from date of initial 
payment of dues; in cases of sickness, fifteen days from date of initial payment 
of dues. 

Members upon entering the hospital will be required to pay in advance the 
current yearly dues (or unpaid portion thereof). 

Should service not be rendered because of epidemic or for any other causes 
beyond the power of the association, paid-up dues will be refunded. 

In maternity cases hospital service goes into effect three hundred days after 
initial payment of dues. 

Persons afflicted with hernia, tuberculosis, alcoholism, drug habits, chronic 
appendicitis, or mental or venereal diseases are not eligible. 

Admission of members to a hospital must be made upon the advice of 
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a doctor of medicine, holding his degree from an accepted medical school and 
licensed by the state to practice as physician and surgeon. 

Membership applies to one person only, and is not transferable. 

Membership card must have identification picture and signature of member 
thereon. 

Membership card must be presented to the hospital when application for 
admission is made. 

Any membership obtained by fraud is forfeited. 

Members must notify the association before availing themselves of any 
hospital facilities. 

The success of the organization depends upon numbers, as the whole 
project is based on the law of averages. As it takes a good round block 
at the outset to protect the association on the basis of average experience, 
we are negotiating with several of the larger corporations of Chicago who 
are interested in the association from the economic, humanitarian, and civic 
aspects, and are planning to take out group memberships. 

The advantages of the organization, we feel, are many. Some of the out- 
standing ones are: 

The member is assured of proper attention when sick. 

The worry occasioned by hospital bills is relieved. 

The hospitals are released from the burdens imposed by charity and part 
pay patients. Likewise the percentage of bad debts will be lowered. 

The doctor will be able to receive his pay more promptly if the hospital 
expenses have been provided for in advance. 

The general public should be benefited as this should enable the hospitals 
to cut the per capita cost and, by so doing, lower the rates. 

All of these facts, together with the very important one that the pay- 
ments can be made in such an easy manner, cause us to believe in the 
success and desirability of the Civic Hospital Association of Chicago. 

A member of our association is entitled to go to any of the leading or 
approved hospitals—we do not recognize anything except an approved hos- 
pital. The hospitals, in their co-operation, have not lowered their prices, 
but have guaranteed to put our patients in the lower priced rooms, rooms we 
can afford to pay for. The members pay their dues to us; the hospital bills 
us with the cost of whatever room they put our patient in. If a Class A 
member, the patient is entitled to a private room; if a Class B member, to a 
semi-private room. 

In the event that the patient remains in the hospital for a longer period 
than fourteen days, he is responsible for the hospital bill beyond that time. 
When the patient comes to the hospital, he is asked certain questions concerning 
his financial condition and his ability to pay his bill. The average length of stay 
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in the hospital runs about twelve days. Our estimates are based entirely upon 
percentages, and while of course there are people who have to stay longer than 
two weeks, that period covers the average sickness. We are all in business to help 
the people who need help, and with the various appliances we have in our hos- 
pitals and the methods of taking care of people, they will be benefited not only 
by going to the hospital for serious illnesses such as formerly brought people to 
the hospital only when they were at the point of death, but by being hospitalized 
for less serious ailments. If they did not expect benefit, they would not 
go. Some people say that going to a hospital is a fad. If it is, it is a very 
good fad, particularly when one is sick and in need of hospital care. 

While there is nothing at all of the money-making, profit-making spirit, the 
purpose is to do away with the feeling of charity, of somebody doing some- 
thing for somebody else; it is simply co-operative; it is like everything else that 
is co-operative that we are getting into in every direction; if you are ill and 
need hospitalization, you are taken care of; if you are not, you are the for- 
tunate one because you do not need it. It is not an insurance but an assurance 
very much on the insurance plan. 


THE MUNICIPAL HOSPITAL OF NEW YORK CITY 


The city of New York, early in 1929, merged all of the municipal hospitals 
of the city under one head under one department, giving a service which is the 
largest hospital service in the world. 

This service affords a bedage of approximately 18,000, an out-patient de- 
partment which treated 2,500,000 patients in 1928, and an ambulance service 
of 150,000 calls in the 125 ambulance districts. 

The medical personnel to man these hospitals consists of almost two thousand 
physicians and surgeons. 
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PENSION PLANS FOR A 
REPRESENTATIVE HOSPITAL 
(Provided by the courtesy of the Metropolitan Life Insurance Company) 


HE COST FIGURES for the following plans are based upon precise infor- 

mation concerning the ages and salaries, aggregating annually $186,408, 

of a staff of 152 people with one or more years of service in a 300-bed 
hospital located in New York City. Pupil nurses have been excluded from 
consideration. 

In Plans “B” and “C” provision is made for only 141 employees because 
eleven employees have already passed the age of sixty-five, and under the terms 
of Plans “B” and “C” there is no separate recognition of past service. Since , 
employees over sixty-five have already reached the age of retirement and can- 
not participate in the financing of their retirement incomes, there is no pro- 
vision for them through Plans “B” and “C.” 

The cost of the plans for hospitals of other sizes may be estimated in gen- 
eral from the direct ratio of their beds, staff, and salary budget to those of the 
hospital for which the cost calculations of these plans have been made. 


PLAN “A” 


I. Benefits—(a) An income for life for every employee upon retirement 
from your employ at the age of sixty-five amounting to 2 per cent of salary 
for each year of service; (b) an income in the event of total and permanent 
disability amounting to 2 per cent of each year’s salary up to the date of 
disability with a minimum of 30 per cent of the average annual salary. If 
the disabled employee has had fifteen years or more of service the income will 
continue during disability for life without diminution of the death benefit. Ii 
the employee has had less than fifteen years of service the income will continue 
until the full amount of the death benefit with interest is paid out. (c) A 
death benefit equal in amount to one year’s salary at the time of death up 
to a maximum of $3,000,' and in addition, the return of 85 per cent of total 
deposits of employee. - 

II. Eligibility—All active employees who have completed one year of ser- 
vice are immediately eligible for participation. Other active employees will 
become eligible upon completion of one year’s service. 

Ill. Employees’ deposits ——Eligible employees will deposit 5 per cent of 
salary by payroll deductions either weekly or monthly. 

IV. Cash values to employees.—In the event of death or of leaving your 


1 Maximum would be higher for larger hospitals and lower for smaller hospitals. 


[ 105 ] 











AMERICAN HOSPITAL ASSOCIATION 


——— +48 








So 


service or voluntarily withdrawing from your plan an employee will be en- 
titled to receive back in cash 85 per cent of his deposits to date. 

If the institution believes that some special concession ought to be made 
to the employee who is discharged it can determine the interest earnings on the 
money that the discharged employee has deposited toward his retirement in- 
come, and add this interest to the cash surrender value the employee receives 
from the insurance company. 

V. The cost to the employer—tThe cost to the employer for this year 
will be $6,700. This includes the employer’s deposits toward annuities earned 
through this year’s service, the employer’s share of the premium for group 
life insurance, and the premium for disability protection for employees with 
fifteen or more years of service. 

In addition, to provide an income of 2 per cent of current salary times 
years of past service for service rendered prior to the adoption of this plan 
will require a gross single payment of $78,700. It is recommended that this 
$78,700, which represents the fund that would now be on hand had the plan 
been in operation when all present eligible employees commenced their ser- 
vice, be liquidated over a period of ten or fifteen years. 

When this liquidation has been completed the annual gross outlay will be 
reduced to that amount required to provide benefits for current service. At 
present the gross outlay of $6,700 per year or about 3.6 per cent of payroll 
is required. If the payroll remains constant this sum of $6,700 will be ap- 
proximately the gross outlay for current benefits in the future. If, however, 
there is an increase in the payroll, there will be an increase in the dollars 
and cents outlay for current cost, but not in the outlay as measured in per- 
centage of payroll. In other words, after the liquidation of the accrued lia- 
bility, the gross current cost will be approximately 3.6 per cent payroll into 
the indefinite future. 

The gross cost for both current and past service is subject to reduction 
through the withdrawal of participating employees. All the deposits of the 
employer toward the retirement income of a withdrawing employee are return- 
able to the employer, providing the employee leaves in good health, with 4 
per cent compound interest less administration costs. The gross cost is 
further reduced by dividends, if and as earned. 


PLAN “‘B”’ 


I. Benefits—(a) An income for life for every employee upon retire- 
ment from your employ at the age of sixty-five equal to the annuity that each 
employee will purchase with a deposit of 4 per cent of salary, duplicated by the 
employer; (b) a death benefit equal to the entire amount deposited by the 
employee up to death. 
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II. Eligibility —All active employees who have completed one year of serv- 
ice are immediately eligible for participation. Other employees will become 
eligible upon completion of one year’s service. 

III. Employees’ deposits.—Eligible employees will deposit 4 per cent of 
salary by payroll deductions either weekly or monthly. 

IV. Cash values to employees.—In the event of death or of leaving your 
service or voluntarily withdrawing from the plan an employee will be entitled 
to receive back in cash the entire amount of his deposits to date. 

If the institution believes that some special concession ought to be made 
to the employee who is discharged it can determine the interest earnings on 
the money that the discharged employee has deposited toward his retirement 
income, and add this interest to the cash surrender value the employee re- 
ceives from the insurance company. 

V. The cost to the employer—tThis year’s cost to the employer will be 
$5,400 or about 3 per cent of the payroll. 

It is to be noted that the employees will deposit $6,996 as compared to the 
$5,400 deposited by the employer. The difference is due to the fact that the 
employee puts his money in annuities on which the return of premium is 
guaranteed in the event of death. By purchasing annuities that do not return 
premium in the event of death the employer deposits only $5,400 to buy the 
same amount of annuity that the employees will buy with a deposit of $6,996. 

The future annual cost to the employer will bear a definite relation to the 
payroll. An increase in the payroll will imply an increase in pension cost in 
dollars, and a decrease in the payroll will bring, of course, a decrease in the 
cost of pension for that year. 

The gross cost is subject to reduction through the withdrawal of participating 
employees. All the deposits of the employer toward the retirement income of 
a withdrawing employee are returnable to the employer, providing the em- 
ployee leaves in good health, with 4 per cent compound interest less admin- 
istration costs. The gross cost is further reduced by dividends, if and as 
earned. 

PLAN “C” 

I. Benefits—(a) An income for life for every employee upon retirement 
from your employ at the age of sixty-five amounting to 50 per cent of salary; 
(b) an income in the event of total and permanent disability after at least 
fifteen years of service amounting to three-eighths of salary; (c) a death bene- 
fit equal in amount to employee’s deposits up to the time of death; (d) the 
waiver of premiums in the event of total and permanent disability. The 
waiver provides that without payment of further premium by the employee 
or the employer in the event of disability the employee will receive the normal 
retirement income of 50 per cent of salary from the age of sixty-five. In 
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other words the employee becoming disabled will draw three-eighths of salary 
up to sixty-five and from sixty-five onward he will draw his full retirement in- 
come. 

II. ligibility—All active employees who have completed one year of 
service are immediately eligible for participation. Other active employees will 
become eligible upon completion of one year’s service. 

III. Employees’ deposits—Each employee will purchase one-half of the 
annuity to which his salary entitles him. The amount of the deposit of each 
employee is determined by his salary and the age at which deposits begin. The 
deposit is level until retirement unless there is a change in the employee’s 
salary. 

If the institution believes that some special concession ought to be made to 
the employee who is discharged it can determine the interest earnings on the 
money that the discharged employee has deposited toward his retirement in- 
come, and add this interest to the cash surrender value the employee receives 
from the insurance company. 

IV. Cash values to employees.—In the event of death or of leaving your 
service or voluntarily withdrawing from your plan an employee will be en- 
titled to receive back in cash the entire amount of his deposits in the plan. 

V. The cost to the employer—aA gross deposit of $17,300 per year will 
provide the employer’s share of the annuity under this plan on the present 
personnel for the present salaries. 

Unless the number of the personnel and the sum of the salaries increase 
this figure should decrease substantially for several years. The reason for this 
is that at present many of the employees have been employed for a long time 
and are well advanced in years. As these employees who are now old go on 
retirement they will presumably be replaced by younger employees for whom 
the annuity deposits will be much smaller. 

The gross cost is subject to reduction through the withdrawal of participating 
employees. All the deposits of the employer toward the retirement income 
of a withdrawing employee are returnable to the employer, providing the 
employee leaves in good health, with 4 per cent compound interest less ad- 
ministration costs. A gross cost is further reduced by dividends, if and as 
earned. 

APPENDIX 

Some institutions feel that, owing to the comparatively high turnover among 
employees of less than three or possibly five years of service, it is wiser to 
include as eligible under any plan only those who have completed some such 
probationary period. 

With this thought in mind figures for Plan “A” have been prepared on the 
same institution shown as an example in this report, but including only em- 
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ployees with three or more years of service. These figures show that seventy- 
five employees have completed three or more years of service. 

The gross cost to the employer for this year will be $4,445. This includes 
the employer’s deposits toward annuities earned through this year’s service, 
the employer’s portion of the group life insurance premium, and the premium 
for total and permanent disability benefits for employees with fifteen or more 
years of service. 

To provide an income of 2 per cent of current salary times years of past 
service, for service rendered prior to the adoption of this plan, would require 
a single gross payment of $72,700, which represents the fund that would now 
be on hand had the plan been in operation when all employees who now have 
had three or more years of service entered the employ of the institution. It is 
recommended that this sum be liquidated over a period of ten or fifteen years. 

A comparison of the gross outlay with one year and three year waiting 
periods shows that the immediate outlay is substantially less with a three year 
waiting period. It should be realized, however, that the net eventual cost of 
the plan with a one year waiting period for eligiblity will be lower than the 
net eventual cost for the same plan with a three year waiting period for eligi- 
bility, because under a one year waiting period the employee deposits two years 
longer than he does with a three year waiting period. Obviously, there will be 
a much larger return of deposits to the employer through withdrawal credits 
under the one year waiting period than there will be under the three year wait- 
ing period, so that the ultimate difference in net cost will simply be.that amount 
that the employee deposits with a one year waiting period but does not deposit 
with a three year waiting period. 


PROVISIONS FOR GRADUATE NURSES 

The cost figures for the three plans include provision for graduate nurses. 
If the hospital so desired, these nurses might be provided for through the 
Harmon Association for the Advancement of Nursing rather than through the 
plans outlined. It has been thought wise to include them in the calculations 
made because it seemed best to indicate the cost of various plans for a full 
organization. Whether graduate nurses are included in the plans of individual 
hospitals or are provided for through the Harmon Association, the total gross 
cost of providing for the full staff will be approximately the same. 
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THE STATE AND THE GENERAL 
HOSPITAL’ 


By Wi.u1aM S. Futon, M.D. 
Wheeling Clinic, Wheeling, West Virginia 


T THE DAWN OF HIsTorRY, when the peoples of the plains of the Euphrates 
A and Tigris and of the Valley of the Nile assembled to form the first 
states, they did so because they felt the necessity of mutual protection 

of life and property. With the progress of civilization the state saw its duties 
extended. It strove not only to protect the life and property of its citizens 
but tried also to protect their health and provide relief in the plight of illness. 
In these olden times when state and church were one it was especially the 
priesthood which performed these ethical duties. Thus from the earliest ages 
of human civilization hygienic measures were advocated by the priests and the 
sick were ministered unto by these worthy predecessors of the modern physi- 





It is not reasonable, logical, or fair that these few only should carry the 
burden of providing care for their ailing brothers. In a true democracy 
all the citizens should contribute according to their means to the support 
of the unfortunate who need the medical aid that only a well-regulated, 
efficient hospital can give, and this can be done only through the inter- 
vention and co-operation of the state. 











cian. When the church became the ruling power during the Middle Ages, it 
did not forget the command of its Founder to care for the sick. In the old 
monasteries there were rooms reserved for the treatment of the afflicted ones. 
Later on separate buildings—hospitals—were erected for the same purpose. 
The Hotel-Dieu at Paris and several Italian hospitals which were founded by 
the church can trace back their history to the Twelfth Century. 


The modern state took over and extended these duties of the early church. 
Through the activities of its health department it supervises the production 
of pure food and the purification of drinking water. It controls the spread 
of communicable diseases and attempts to prevent certain diseases through 
immunization of its healthy subjects. I do not need to remind you of the fact 
that in progressive states small-pox has been practically stamped out. Diph- 
theria is on the decline, and typhoid fever, once the scourge of these regions, 
has become a rare disease. But what does the state do for those unfortunate 


1 Read before the West Virginia Hospital Association, Charleston, West Virginia, December 2 
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citizens who become sick? True, our great state has built and maintains 
sanatoriums for the tuberculous and has built and maintains asylums for the 
insane. But the general hospitals are built and maintained by voluntary 
gifts of the respective communities without help from the state. 

Fifty years ago it was very seldom that a physician advised a patient to go 
to a hospital. Medical science was not advanced enough to recognize the 
advantages afforded to the patient and to the doctor by a well-equipped hos- 
pital. Medical science was not able to attack scores of ailments of the human 
body which today are considered curable when treated in a well-equipped 
hospital. Today, when necessary, the hospital helps to take care of the father, 
restores his health and earning power, brings him back into the family, and 
enables him to resume their support. The hospital cares for the ailing mother 
and restores her health, which is so necessary in rearing a family. Finally, 
the hospital nurses the children back to health and attempts to make the future 
citizens strong and healthy. Where did our mothers and grandmothers give 
birth to their children? At home, with the assistance of none but neighbors 
and a midwife whose only training was experience. What helped to reduce 
the maternal and infant mortality and save for and provide to the state 
millions of healthy and happy citizens? Nothing but the hospital, which gave 
the well-trained doctor the opportunity to apply his science and skill safely. 

What could a modern doctor do today without the assistance of a well- 
trained nurse? He would be handicapped everywhere, particularly in operative 
procedure. No one doubts the value of properly managed post-operative care 
and this is possible only with the assistance of a conscientious nurse. How 
many lives are saved and how many people are brought back to health, happi- 
ness, and usefulness because of the ministrations of a well-trained nurse! 

Where can the nurse get this training which enables her to be so valuable 
to the doctor, to the community, and to the state? From whence does the 
health department of the state obtain its public health nurses? From train- 
ing schools which are maintained in all fair-sized hospitals—hospitals which 
are built and maintained chiefly by voluntary contribution. 

Now let me ask another question. Considering the benefits which state, 
community, and citizens directly and indirectly derive from the hospital, what 
are they giving, in their turn, to the hospital? In all communities of this 
state the individual citizens build and maintain the hospitals. This state, with 
a few exceptions which I mentioned above, does nothing. I do not ask for 
paternalism. I do not suggest forms of government such as we see in Europe 
where the state prescribes, supervises, directs, and watches every step of its 
citizens from the cradle to the tomb. That would be contrary to our concept 
of the state. But on the other hand, certain points which were not essential 
when our ideas of the state were conceived and formed are extremely pertinent. 
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There are issues today which did not exist at that time. Preventive medicine 
was not thought of in 1775 and yet the state of today has adopted this issue. 
In 1775 hospitals were mere asylums for the incurable, but with the advance 
of medical knowledge they are today an absolute necessity for every com- 
munity. Even though we cannot accept conditions as they are in Europe 
where the state, the community, or the city builds, equips, and maintains hos- 
pitals and appoints and pays a certain number of physicians to take care of 
the patients, we have the right to ask for more support from our state. There 
are state-supported hospitals in Pennsylvania, in Ohio, in New Jersey, in New 
York, to name only a few. Why cannot West Virginia do the same? Are we 
less far-sighted than those other commonwealths? Or are we unable to give 
financial aid? Or is this state less able to select the hospitals which deserve 
state aid and therefore gives to none of them? There is no doubt that state 
aid must come and will come. The doctors and the people see the necessity 
for more and better hospitals. Good hospitals are expensive and if good and 
honest work is to be done in them they cannot be self-supporting. There is 
something wrong with a hospital when its highest purpose is to profit financially 
from the care of the sick. 

For just one moment let us consider now the financial situation. The 
average daily cost of maintaining a patient in hospital, plus food and medicines, 
is $5.10. The patient himself, or the state, if he is taken care of by the Com- 
pensation Law, pays $3.50. The ward beds constitute 25 to 50 per cent of the 
capacity of an average general hospital, although the American Hospital 
Association only demands a minimum of 10 per cent. The loss encountered in 
treating patients in the ward beds cannot be compensated for by the surplus 
derived from the private beds. The loss must be made up by public contribu- 
tions, which amount, in the instance of the Ohio Valley General Hospital in 
Wheeling, to between $50,000 and $60,000 yearly. If it is a privately owned 
hospital the loss must be and can only be made up by professional fees and it 
is evident that under these circumstances a great deal of unnecessary surgery 
may be done. On the other hand, under what obligation are the citizens of 
one community, who maintain their general hospital by private contribution, 
to pay for and take care of the ward patients who come from other com- 
munities which do not pay a cent toward the up-keep of this general hospital ? 
Should not the state intercede and help this hospital to take care of these 
patients and enable the hospital and the doctors to do good and honest work? 
Why shall the burden of supporting the hospital, which is for the good of all, 
be carried on the shoulders of a few? 

It is not reasonable, logical, or fair that these few only should carry the 
burden of providing care for their ailing brothers. In a true democracy all the 
citizens should contribute according to their means to the support of the un- 
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fortunate who need the medical aid that only a well-regulated, efficient hospital 
can give, and this can be done only through the intervention and co-operation 
of the state. 





Standardization Work of the American 
Hospital Association 





the Bureau of Standards, Department of Commerce, 

will say, in relation to the activities of the American 
Hospital Association, as presented by the Hon. George K. 
Burgess, director of the Bureau of Standards: 


gr STANDARDS YEAR BOOK, the official publication of 














“AMERICAN HospitAL ASSOCIATION, Bert 
W. Caldwell, M.D., executive secretary, 18 
East Division Street, Chicago, Ill. Several 
committees of this association have been 
4 actively engaged in standardization and sim- 
plification. The association has adopted 
standards and specifications for the purchase 
of meats, canned fruits, vegetables, soaps, 
{ and cleaning compounds. It initiated the 
movement for the simplification of grades 
and sizes of hospital beds, china ware, cot- 
ton textiles, and hospital plumbing fixtures 
which resulted in the formulation of the sim- 
plified practice recommendations relating to 
these commodities. It co-operated with the 
division of trade standards of the National 
Bureau of Standards in the establishment 
of the commercial standard for clinical ther- 
mometers.” 
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SAFEGUARDING HOSPITAL RECORDS 


By Georce F. STEPHENS, M.D. 
Superintendent, Winnipeg General Hospital, Winnipeg 


HE MEDICAL RECORD Of a patient in hospital is a confidential document, 

containing information obtained by the doctor in attendance or by the 

hospital staff through his or their confidential relations with the patient. 
It is therefore the responsibility of the hospital to see that this information 
is properly safeguarded. 

Information contained in this record should never be released unless on the 
authority of the doctor in attendance or where it will be to the best interests 
of the patient. 

Case records should never be allowed to be removed from the hospital, as a 
matter of principle. There are specific exceptions to this rule, which are con- 
sidered reasonable and in some cases essential. Reasonable ones would in- 
clude— 

Tabulation for research and investigation where it might not be convenient 
to do this work in the record office. 

Presentation of cases before medical societies might make it desirable to use 
the original record. This exception will depend largely on local conditions. 

A court order would be the only exception for removing a case record against 
the wish of the hospital authorities. 

Frequently interested parties demand to see a case record of a patient in 
the record room. This should not be allowed unless in the interest of the 
patient. 

A patient’s physician or solicitor may be considered as acting for him or her 
and may be given such information as is desired. 

In the event that a patient has changed his or her doctor or another doctor 
has been brought in consultation, it would then be permissible in the interest 
of the patient for the other doctor to review the case record. 

Under most Workmen’s Compensation Acts, the Compensation Board has 
the right to order the production of the hospital record. If such a board is 
prepared to exercise this right, it would be a convenience to both parties con- 
cerned if a proper representative of the board were permitted access to the 
record without the formality of such an order. 

Insurance companies, life or casualty, benefit organizations, representatives 
of employers, or legal representatives not employed by the patient should 
neither be permitted to inspect a record nor be given any information contained 
therein unless they have the written consent of the patient or someone in 
authority acting on the patient’s behalf. 
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Copies of case records are not acceptable to a court of law, as a rule. 
Originals must be preduced on court order, but in most provinces of Canada 
even a case record is not accepted as prima facie evidence unless corroborated 
by definite medical or nursing testimony from those who have immediate 
knowledge of the case. Records are so frequently ignored or misunderstood 
that their v-lue in court proceedings is often negligible. 

A case reccrd subpoenaed by the court must on production be handed over 
and a receipt obtained. In long standing or adjourned cases, the holding up of 
a record is sometimes objected to by the hospital, but the courts are very rea- 
sonable in acceding to any request for its return. This is particularly the 
case where the records are bound in volumes. 

The question frequently rises as to the responsibility of the hospital in per- 
mitting case histories to be quoted in hospital literature or photographs of 
patients taken in hospital to be reproduced for illustration. It is conceivable 
that action might be taken against a hospital if it could be established that 
they have allowed such information to be given or such photographs to be 
reproduced, if such action on their part was in any way to the detriment of 
the patient. We do not know of any case where a hospital has been held so 
liable. 


God does not give us results, but only opportunities. 
—Black 
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In Memoriam 


DR. JOHN D. SPELMAN 


R. JOHN D. SPELMAN, superintendent of Montefiore Hospital, Pitts- 
ID burgh, and one of the widest known hospital administrators in the 
country, died at his home in Pittsburgh Monday, December 16. 

Doctor Spelman was born in 1889 and graduated from the University Col- 
lege of Medicine in Cincinnati in 1911. In 1915 he was sent to Belgium by 
the American Red Cross and served six months under Dr. Anton Depage at 
LaPanne. Later he returned and saw military service on the Mexican border 
as captain in the medical corps of the Eleventh Provisional Division. 

In the World War he was commissioned major in the medical corps in 
charge of a field hospital. He was promoted to director of field hospitals 
of the Thirty-seventh Division and was discharged with the rank of lieutenant- 
colonel. 

For many years he was associated with Mount Sinai Hospital, Cleveland, 
as assistant superintendent, and left that institution to accept the superin- 
tendency of Touro Infirmary at New Orleans, Louisiana. A little more than 
a year ago he took over the administration of the new Montefiore Hospital 
in Pittsburgh, then in the course of completion. 

Doctor Spelman had made many friends in the hospital field and his ability 
as an administrator was outstanding. His contributions to the hospital litera- 
ture were widely read and valued because of the authoritative and detailed 
information which characterized all of his writing. He was one of the leaders 
of his time in hospital thought. 
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Queries on Special Subjects 
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QuESTION: Please advise proper method in using formaldehyde and sulphur as a dis- 
infectant for bedding in disinfection chambers constructed for that purpose. What tem- 
perature should be maintained in such chambers? Do you think if the chamber was heated 
before the charge of formaldehyde and sulphur was shot in, that said chamber would 
remain warm long enough for same to be sterilized when loaded with bedding ? 


ANSWER: Formaldehyde and sulphur dioxide are dependable only for sur- 
face disinfection. The penetrating powers of either of the two gases are almost 
negligible. When used for disinfecting bedding and articles made of heavy 
materials a well prepared gas chamber should be used and the articles which 
are being disinfected should be arranged in the chamber so as to provide the 
maximum exposure to their surfaces and to permit as large a volume as pos- 
sible of the gas to be “shot” into the disinfecting chamber in the shortest 
possible time. Formaldehyde is valuable both as a germicide and as a de- 
odorizer, and can safely be used in disinfecting all classes of materials. Sul- 
phur dioxide is destructive particularly for textiles and metals and frequently 
it is a decolorizer. ; 

Formaldehyde loses its potency in cooler weather and in lower temperatures, 
and the disinfecting temperature should not be kept at a heat of less than 
65 degrees Fahrenheit. A humidity of 60 per cent should be maintained within 
the disinfecting chamber, if possible. A reasonable degree of humidity within 
the disinfecting chamber would render the gas more efficacious. When exposed 
to the cooler outside air the disinfecting chamber would not remain heated at a 
desired temperature for a sufficient length of time after the formaldehyde and 
sulphur gases were “shot in” to accomplish the desired disinfection of the ma- 
terials. Formaldehyde would polymerize at temperatures much below 65 de- 
grees Fahrenheit. The use of formaldehyde and sulphur for the disinfecting 
of mattresses, thick blankets, quilts, and other material of that character 
has only relative value and can be depended upon only for surface disinfec- 
tion. The use of either gas would not compare in results to sterilization under 
high steam pressure in an autoclave. 


Question: Will you please advise how much it would cost to endow a hospital bed— 
a very modest one? 
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ANSWER: In the average hospital $5,000 will endow a bed in the ward, 
$7,500 a semi-private room, and $10,000 a private room. The sum set aside 
should be sufficiently large so that the income on it will maintain the furniture 
and equipment in good condition, take care of the necessary replacements, and 
provide funds to reimburse the hospital for the care of such patients as the 
donor may, from time to time, nominate to occupy the room. 





QueEsTIoN : Could an appropriation of $1,600,000 annually maintain a hospital of 1,500 
beds and give free service to the patients, including board and room, nursing service, medi- 
cines, dressings, laboratory and x-ray service, use of operating room, anesthesia, and 
all other services which our present-day hospitals impose as extra ? 


ANSWER: Yes. 


Question: Will you kindly give me information regarding the general attitude of 
hospitals toward the treatment of pneumonia in oxygen tents and also a consensus of 
opinion as to cost and where the apparatus is obtained? 


ANSWER: Newly constructed hospitals and many of the more important of 
the older hospitals are arranging for the administration of oxygen either in 
especially prepared oxygen chambers or in the so-called oxygen tents, which 
are portable. One of the best oxygen tents is the Ralph-Barach Oxygen Tent 
and costs in the neighborhood of $495 complete. 





Question: Should dispensaries refer to private physicians patients economically in- 
eligible for dispensary care? Is it unethical to refer such patients to the members of the 
clinical staff who are held responsible for this service in the clinic? Can a private insti- 
tution refer patients needing the care of specialists to neighboring doctors, about whose 
ability to handle such cases the private institution can have no knowledge? 


ANSWER: It would be establishing a bad precedent if the dispensaries started 
systematically to refer any class of patients, who are able to pay for pro- 
fessional care, to selected physicians or specialists. It would be better to 
give the patient, when he asks for the information, a list of qualified physicians 
to whom he might report and who live in the patient’s own community. The 
patient, if he is able to pay for professional service, is entitled to perfect 
freedom of action in selecting his physicians. It would be ethical, in the 
event of inquiry by the patient and particularly if he qualified his inquiry by 
asking for some physician connected with the dispensary or hospital, to refer 
the patient to a member of its clinical staff. It would be very bad practice 
for an institution to refer patients to any professional man, even though he 
lived in the neighborhood of the dispensary, with whose professional quali- 
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fications the institution was only remotely acquainted or concerning whom it 
had no accurate knowledge. The dispensary should refer patients only to those 
practitioners whose qualifications it knows would be recognized by its own 
hospital staff and by the medical profession of the city. 


QuEsTION: Please advise the best material to use for flooring of a basement kitchen 
with no cellar under kitchen. 


ANSWER: Material of choice for basement kitchen flooring is red tile. It is 
always neat and is resistant to hot and cold water or live steam. It is more 
durable and has a more pleasing appearance. The cost of installation of this 
sort of tile is not very much in excess of other flooring material. In the 
event that it becomes damaged, the damaged portion may be replaced 
without a great deal of cost and without repairing the entire floor. It is rat 
and mouse proof, offers a minimum number of places of refuge for cockroaches 
or other vermin, and is a superior flooring material. 





QUESTION: Please advise the best way to take care of chronic cases and of con- 
valescents. 


ANSWER: Convalescent patients and ambulatory chronic patients do much 
better in convalescent homes, where they have a little more freedom of action 
in the way of exercise, more dissociation from those who are acutely ill, and 
a better opportunity to engage in some sort of occupation within their physical 
abilities which may keep their minds off their conditions. Patients in con- 
valescent homes can be given all the necessary care, good food, good living 
conditions, and professional care required at a much less cost than that at 
which they can be maintained in a hospital. The use of convalescent homes for 
the care of the ambulatory chronic patients and those patients whose con- 
valescence may be long drawn out would release for general hospital purposes 
a considerable number of beds that would otherwise be used for the accommo- 
dation of this class of patient. 





QUESTION: We are having a great many dressings, surgical gowns, and other material 
of this kind damaged in the process of sterilization. Can you suggest any reason for 
this experience? 


ANSWER: One of the frequent causes of damaged fabrics as the result of 
sterilization is due to the fact that in many hospitals the saline solutions 
are sterilized in the same autoclave in which the surgical dressings and gowns 
are sterilized. These solutions are contained in Florence flasks with cotton 
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used as stoppers. ‘The heat developed in the autoclave is usually around 
280 degrees under 18-pound pressure and causes the solutions to boil over, 
or occasionally the flask tips over and the saline solution runs out over the 
copper linings of the autoclave. In this case a chemical reaction occurs and 
wherever the cotton materials come in contact with the portion of the lining 
over which the solution has been spilled, the fabric becomes damaged and a 
great deal of loss of cotton materials and gowns results. 


QuEsTIoNn (submitted by a member of a board of hospital trustees): What may the 
board of trustees expect from its medical staff? 


ANSWER: Loyalty, co-operation, sympathetic interest in their hospital and 
its prosperity, a strict adherence to the ethics of the medical profession and to 
the policies of the hospital, and encouragement in clinical and laboratory 
research. 


Benefactors and Donors 


HE AMERICAN HOSPITAL ASSOCIATION has been the recipient of contri- 

butions from a number of people and institutions interested in the work 

of the association and in its development. The Board of Trustees has 
provided for the receipt of gifts to the association. Benefactors are those who 
have contributed in sums of $500 or more. Donors are those who have con- 
tributed in sums of from $100 to $500. The list of contributors in this form 
to the association is as follows: 


BENEFACTORS 


Dr. S. S. Goldwater, 1212 Fifth Ave., New York City. 
Dr. Otho F. Ball, Modern Hospital Publishing Co., Palmolive Bldg., Chicago. 


Donors 
Mr. Asa S. Bacon, Presbyterian Hospital, Chicago. 
Mr. George Blumenthal, 50 E. 70th St., New York City. 
Hospital Management, 537 S. Dearborn St., Chicago. 
Hospital Dietetic Council. 
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Its Punkin Time Back Home 


From a speeding window our thoughts go back 
To memories we thought were gone. 

Each passing vista old scenes brings back, 
Cause it’s punkin time back home. 


It’s punkin time back home 
And the leaves are turnin’ red, 
The water’s comin’ back 
In the empty river bed. 


The corn is cut and curin’ 
Like sentinels, row on row. 

The apples are red, their cheeks a-burstin’ 
Just to beat the comin’ snow. 


The grass green meadow’s turnin’ brown 
The goldenrod has gone, 

And we know that winter’s comin’ 
Cause it’s punkin time back home. 


The sunshine rays are slantin’ 
Keen north winds begin to moan, 
And the gray clouds come a-skiddin’ 
Cause it’s punkin time back home. 
Lewis A. SExTon, M.D. 
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CUBA FORMS NATIONAL HOSPITAL 
ASSOCIATION 


On the 18th of December, in connection with the Surgical Meeting of Cuba, 
the Cuban National Hospital Association was founded, with more than eighty 
public and private hospitals participating. 

This work has been done by Dr. J. E. Lopez-Silvero and Dr. F. M. Fer- 
nandez, Secretary of Public Health and Welfare, who has given to this idea 
all his personal efforts and the weight of his high position as head of all the 
hospital activities in Cuba. 

The program of the Hospital Session: 

“Hospital Progress in Cuba,” Dr. J. E. Lopez-Silvero, Chief Assistant of 
Public Health and Hospitals. 

“Hospital Assistance for the Child,” Dr. Angel A. Aballi, professor of 
pediatrics, University of Havana. 

“The Hospitalization of the Tuberculous Patient,” Dr. Pedro Castillo, pro- 
fessor of internal medicine, University of Havana. 

Constitution of the Cuban National Hospital Association. 

Address by Dr. F. M. Fernandez, Secretary of Public Health and Welfare, 
Republic of Cuba. 

This session was held in the Hall of Conferences, Hospital Nacional General 
Calixto Garcia, Havana, at nine o’clock on the morning of the 18th of Decem- 
ber. 


COLORADO HOSPITAL ASSOCIATION 


The Colorado Hospital Association held its annual meeting in the Colorado 
General Hospital in Denver on the 4th and 5th of December. 

Miss Louise Kieninger, director of the school of nursing of the University 
Hospital, presented an interesting discussion upon the hiring of students and 
other lay persons, instead of scientifically trained nurses, for the care of the 
sick. She emphasized the fact that in order that the woman of the right type of 
mind may be attracted to the field of nursing, she must feel that through that 
profession she can make her finest contribution to the civilization of the future. 
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Dr. G. M. Hanner, superintendent of Beth-E] Hospital at Colorado Springs, 
discussed the training of nurses from the standpoint of a director of a sana- 
torium, and Miss Irene Murcheson, secretary of the state board of nursing 
examiners, gave the viewpoint of that board on the training of nurses. 

The morning of the 5th was devoted to the subject of the social service 
function in the hospital. Miss Helen J. Almy outlined the necessity of co- 
operation between the hospital and the social service department and described 
an ideal working arrangement. 

Dr. Cuthbert Powell of Denver outlined the functions of social service as 
related to the department of health, the patient, and the physician. 

More than 60 per cent of Colorado’s hospitals were represented at this 
meeting, which was one of the most successful in the history of the association. 

Dr. Maurice H. Rees, dean of the University school of medicine and super- 
intendent of its hospital, was elected president for the coming year, and Mr. 
Frank J. Walter was elected executive secretary for another term. 


CONNECTICUT HOSPITAL ASSOCIATION ~ 


The Connecticut Hospital Association held its annual meeting at the Meriden 
Hospital, Meriden, on November 14. The morning session was devoted to 
the reports of officers and committees and an address by the executive secre- 
tary of the American Hospital Association on “(How to Develop a Better Co- 
operation Between the Hospital and the Public.” 

The luncheon meeting was attended by representatives of sixty-two Con- 
necticut hospitals. 

The afternoon session was devoted to a round table on hospital and train- 
ing school problems. 

The meeting of the Connecticut association is always of very large interest 
to hospital people, and a most interesting feature of the programs is the par- 
ticipation in the discussions by hospital directors and superintendents, mem- 
bers of boards of trustees, and members of medical and nursing staffs. The 
work this association is doing for the betterment of hospitals in its state is 
most encouraging; through the close co-operation of its institutions it has been 
able to secure the enactment of a great deal of legislation favorable to the hos- 
pitals, and has successfully opposed much proposed legislation that would 
have been prejudicial to its institutions. 

Dr. B. Henry Mason, superintendent of the Waterbury Hospital at Water- 
bury, was elected president for the next year and Miss M. E. Traver of the 
New Britain Hospital was elected secretary. 
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STATE ASSOCIATIONS OF ILLINOIS, INDIANA, 
AND WISCONSIN IN ANNUAL SESSION 


The annual convention of the hospital associations of Illinois, Indiana, 
and Wisconsin will be held jointly at the Palmer House in Chicago beginning 
Thursday, February 20. These large hospital groups have combined to hold 
one of the most important conventions of hospital people of the year. The 
meetings in Chicago have always been well attended and the programs pre- 
pared are always of outstanding interest. Coming, as it does, during the 
same week as the Conference on Medical Education, Licensure, and Hospitals 
of the American Medical Association and the meetings of various nursing 
groups, an unusually large number of workers in the hospital field will be 
attracted to Chicago. 

Among the important subjects which will be discussed on Thursday morn- 
ing are: ‘““Four Major Problems in Hospital Administration,” ““The Absorption 
of Special Charges,” and “The Proper Ratio of Personnel to Patients.” At the 
Thursday luncheon at the Palmer House, from 12:15 to 1:45, “Endowments 
for Schools of Nursing” is the subject to be presented and discussed. 

The Thursday afternoon session will concern hospital planning and co- 
ordination, and among the subjects which will be presented are: ‘The Super- 
intendent’s First Steps in Planning a Hospital,” “The Co-ordination of De- 
partments,” and “How the Social Worker Should Co-operate with the Other 
Department Heads.” 

The annual banquet will be held at the Palmer House on Thursday evening 
at 6:30. 

On Friday, the 21st, the following subjects are listed for discussion: “Staff 
and Departmental Meetings,’ “What a Hospital Trustee Should Know,” 
“Trustees’ Meetings,”’ and “The Relation of the Superintendent to the Board 
of Trustees.” At the Friday luncheon “Public Relations” will be the topic 
of discussion. 

At the afternoon session the following subjects are to be offered: ‘The 
Collection of Old Debts,” “(Emergency Work in the General Hospital,” and 
“The Hospital Dietitian: Status, Relations, Functions.” 

The Indiana Hospital Association has arranged a tentative program for the 
19th. The meeting will be called to order by the president, Mr. A. G. Hahn, 
at 10:30, and the association will divide into two groups, one for mem- 
bers connected with the smaller hospitals and the other for members con- 
nected with large hospitals. The Small Hospital section will conduct a round 
table with Mrs. Luella Cox presiding, and the round table of the Large Hos- 
pital section will be conducted with Mr. Edward Rowlands presiding. 

There will be a luncheon, at which the reports of the executive secretary 
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of the association, the treasurer, and the president and the committee reports 
will be submitted. Greetings to the delegates will be extended by the executive 
secretary of the American Hospital Association and responded to by Mr. George 
W. Wolf of the LaFayette Home and Hospital. Dr. Frank C. English, execu- 
tive secretary of the American Protestant Hospital Association, will deliver an 
address at the luncheon. 


KANSAS HOSPITAL ASSOCIATION 


The sixteenth annual meeting of the Kansas Hospital Association was held 
in the Administration Auditorium of Kansas University, Lawrence, Kansas. 

Dr. W. L. Burdick, Vice-Chancellor of the University of Kansas, delivered 
the address of welcome, and the response was given by Dr. T. R. Heath, of 
Bethany Hospital, Kansas City. 

Dr. J. T. Axtell, of Newton, addressed the convention on “Hospital In- 
surance.” He suggested that the hospital might arrange for group insurance 
which would reduce the cost to the individual hospital considerably and en- 
able all the institutions to take advantage of this sort of protection. He re- 
ferred to the co-operative plan in Kansas City a few years ago in successfully 
prosecuting a suit to relieve hospitals from taxation. 

Dr. B. A. Wilkes, superintendent of the Missouri Baptist Hospital, St. 
Louis, addressed the convention on “Hospital Management.” 

Dr. G. W. Jones, of Lawrence, presented a paper on “A Rational At- 
titude Toward Irregular Practice,” advising the Association that we have 
always had “irregulars” with us and probably always will have. He sug- 
gested that the solution of the problem must be attained through the general 
education of the public. Doctor Jones emphasized that the irregular practi- 
tioner must not be permitted to practice in our hospitals. 

Dr. J. N. Sherman, of the Johnson Clinic, Chanute, presented a paper on 
“Hospital Economies.” 

Sister Madeline, of Mercy Hospital, Independence, in her paper on “Hos- 
pitality in the Hospital” emphasized that the tone and spirit of hospitality in 
each institution mean so much to the patient and so impress him that the 
memory of the hospital kindness lingers in his mind longer than any other 
phase of the hospital work. 

The Round Table Conference was conducted by Mrs. N. E. Flowers, of 
the Axtell Christian Hospital, Newton. 

The following officers were elected for 1930: president, Dr. T. R. Heath; 
secretary-treasurer, Dr. J. T. Axtell. 

The next annual meeting will be held in Newton in October, 1930. 
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MIDWEST HOSPITAL ASSOCIATION 


Dr. Fred S. Clinton, president of the Midwest Hospital Association, is 
arranging for the next meeting to be held at Tulsa, Oklahoma, April 15 and 16. 
Doctor Clinton is preparing a very interesting program for this session of 
the association, and a large attendance is anticipated. 

The Midwest Association includes the hospital groups of Missouri, Kansas, 
Nebraska, Oklahoma, and eastern Colorado. 


MISSISSIPPI HOSPITAL ASSOCIATION 


The Mississippi Hospital Association held its first annual organization meet- 
ing at the Edwards Hotel in Jackson. Mr. W. Hamilton Crawford of the 
South Mississippi Infirmary at Hattiesburg was selected as temporary chair- 
man and Dr. J. K. Avent of the Grenada Clinic as secretary and treasurer. 
The address of welcome was delivered by Dr. Noel Womack of the Jackson 
Infirmary, and the introduction of guests was made by President Crawford. 

Dr. S. H. Hairston of the Hairston Hospital, Meridian, presented a motion 
for organization of the state association, including the appointment of a com- 
mittee for the nomination of officers. 

The executive secretary of the American Hospital Association delivered an 
address on “The Advantages of a State Hospital Association.” R.H. Foster 
of the South Mississippi Charity Hospital presented a report of the Committee 
on Constitution and By-laws, which was adopted, and Louis J. Bristow, super- 
intendent of the Southern Baptist Hospital, New Orleans, delivered an ad- 
dress on “The Workmen’s Compensation Law and Its Effect upon the Hos- 
pital.” The discussion of this address was led by Doctors Martin, Lippencott, 
and Parsons. 

The meeting proceeded to the election of officers, and Mr. W. Hamilton 
Crawford was elected president of the association, with Dr. J. K. Avent sec- 
retary and treasurer, and Mr. Wayne Allison of the Baptist Hospital, Jackson, 
vice-president. The directors are Miss Mary N. Trigg, Greenwood; Dr. S. H. 
Hairston, Meridian; Dr. W. H. Sutherland, Booneville; Dr. H. N. Marp, New 
Albany; Dr. B. B. Martin, Vicksburg; and Miss Bernice Moss, Gulfport. 


NEW ENGLAND HOSPITAL ASSOCIATION 


The New England Hospital Association met at its eighth annual conven- 
tion October 22 and 23 at the Hotel Vendome, Boston. The first day’s pro- 
gram included a business meeting and addresses by Dr. W. P. Morrill on 
“The Community Chest and the Hospital”; Dr. Albert W. Buck on “A Sys- 
tem of Budget Control”; Bess H. Medary on “Social Service: Its Place in 
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Hospital Organization;” Mr. Frank E. Wing on “Administration of the Out- 
Patient Department”; Dr. Frank M. Vaughan on “When Are Hospital Affilia- 
tions Necessary for Registration Requirements?”; Mrs. Thelma Tubbs Cur- 
rier on “A Method of Handling Special Diets”; Dr. W. O. Rice on “Duties 
of the Admitting Physician”; and Dr. W. Franklin Wood on “Financing 
and Administration of Wards for Patients of Moderate Means.” 

On the second day the speakers were Anna McGibbon, Dr. C. F. Wilinsky, 
Dr. Harmon P. B. Jordan, and Dr. George A. Maclver, and the subjects 
included “The Importance of Mental Disease Training in the Education of 
Nurses,” “The Relation of Hospitals to Public Health,” “Protection of the 
Mother and Baby against Infection,” and “Organization of the Medical Staff.” 
After a luncheon, at which Dr. Wilson G. Smillie of the Harvard School of 
Public Health was the speaker, Dr. F. A. Washburn of Boston conducted a 
general round table. 

Miss Miriam Curtis, of the Cooley Dickinson Hospital, Northampton, 
Massachusetts, was elected president and Dr. W. Franklin Wood, Massachu- 
setts General Hospital, Boston, secretary for the coming year. 


NEW JERSEY HOSPITAL ASSOCIATION 


The Fifth Annual Convention of the New Jersey Hospital Association 
was held at the Robert Treat Hotel, Newark, November 7 and 8. The pro- 
gram this year was up to the high standard of all convention programs of 
the New Jersey association. The morning session of the first day was de- 
voted to a general business session and a round table discussion led by Dr. 
Emil Frankel on “Responsibility for Hospital Care of Highway Accidents.” 
In the afternoon the association met jointly with the New Jersey Tubercu- 
losis League and the New Jersey Occupational Therapy Association, Rev. 
John G. Martin presiding. Topics and speakers were: “Occupational Ther- 
apy and Its Relation to Vocational Re-education” by Dr. Charles Englander, 
Essex County Hospital, Cedar Grove; ‘““The Care and Treatment of Nervous 
and Mental Patients in General Hospitals” by Dr. Thomas J. Heldt of the 
division of neuropsychiatry, Henry Ford Hospital, Detroit; “Organization of 
Hospital and Clinic Service for the Patient of Moderate Means” by Dr. 
Walter C. Klotz of the Cornell Clinic, New York; and “National Hospital 
Day”, by Dr. Joseph R. Morrow of the Bergen County Hospital. Motion 
pictures of Hospital Day last year at the Bergen County Hospital were shown. 

At the second day’s session Miss Eleanor E. Hamilton, superintendent of 
Presbyterian Hospital, Newark, read a paper on “Centralized Schools of 
Nursing” and Dr. Earl H. Snavely, superintendent of Newark City Hospital, 
conducted a round table, inviting questions from the floor. Problems of 
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dietetics, delinquent accounts, and the social service department of the hospi- 
tal were presented and discussed, and Dr. B. S. Pollak, medical director of 
the Hudson County Tuberculosis Sanatorium at Secaucus, read his paper, 
“Ethical Hospital Concepts.” 


OKLAHOMA HOSPITAL ASSOCIATION 


The Oklahoma Hospital Association held its annual meeting in Tulsa, Decem- 
ber 4 to 6, under the presidency of Dr. Frank H. McGregor of Mangum. 

Among the well known hospital superintendents who addressed the con- 
vention were Dr. Fred S. Clinton of Tulsa; Dr. G. M. Landon, superintendent 
of the Miami Baptist Hospital; T. J. McGinty, superintendent of the Okla- 
homa Baptist Hospital, Muskogee; Dr. L. E. Emanuel of Chickasha; Dr. B. H. 
Burnett of Duncan; and Dr. T. M. Aderhold of El Reno. 

On Wednesday’s program Miss Etta Musick of Elk City, Mr. Frank Couper 
of Tulsa, and Miss Lucy Walters of Sand Springs presented interesting dis- 
cussions. 

The following appeared on Thursday morning’s program: Mr. W. O. Nance, 
business manager of the Morningside Hospital of Tulsa; Golda B. Sleif of the 
state bureau of maternity and infancy; Sister Lioba, St. John’s Hospital, 
Tulsa; Mr. J. H. Bucks, superintendent of Wesley Hospital, Oklahoma City; 
and Dr. C. Digford of Tulsa. 

Among those participating in the program on Thursday afternoon were: 
Mrs. Marjorie Couper of Tulsa; Mr. Birt Loy, superintendent of the Okla- 
homa General Hospital at Oklahoma City; and Dr. B. F. Collins of Claremore. 

Dr. Frank H. McGregor was re-elected president of the Oklahoma associa- 
tion, Mr. T. J. McGinty, vice-president, and Dr. A. J. Weedn of Duncan, 
secretary and treasurer. 

More than one hundred hospital administrators and nurses were in attend- 
ance at the three-day session. 


ONTARIO HOSPITAL ASSCCIATION 


The Ontario Hospital Association met in Sixth Annual Convention on 
October 16, 17, and 18 at the Royal York Hotel in Toronto. 

On the first day, after the address of welcome by the mayor of Toronto, 
and the report of the treasurer, the Harvey film, illustrating the circulation 
of the blood, was shown, by courtesy of the department of physiological 
hygiene of the University of Toronto. 

The principal feature of the afternoon session was a round table discussion, 
introducing subjects dealing with methods of storing inflammable material, 
control of use and wastage of rubbing alcohol, administration of x-ray and 
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pharmacy departments, the advisability of accepting chronic patients for 
hospitalization, and permission for removal, by physicians, of case histories of 
hospital patients, which were presented by such able speakers as Dr. J. A. 
Dobbie of the Civic Hospital, Ottawa; Mr. C. J. Decker, superintendent of 
the General Hospital at Toronto; Dr. W. A. Jones, director of the department 
of radiology at the General Hospital, Kingston; Mr. H. H. Browne of the 
McKellar General Hospital, Fort William; Dr. W. Dobbie, superintendent 
of the Toronto Hospital for Consumptives; and Dr. J. N. E. Brown of 
Toronto. 

One of the addresses of the morning of the 17th was that of the Hon. 
Forbes Godfrey, Provincial Minister of Health, and in the afternoon a sym- 
posium was presented by the Nurses’ section, conducted by the chairman, 
Miss G. Fairley. 

The third day offered subjects of wide interest, with Dr. John Ferguson . 
of the Western Hospital, Toronto, Dr. Robert E. Wodehouse, executive secre- 
tary of the Canadian Tuberculosis Association, and Lt.-Col. Newton M. 
Young, M.P., Toronto, among the speakers. The United Hospital Aids sec- 
tion, Miss M. Colter, chairman, was in charge of the afternoon program and 
presented a second most interesting round table. 

One of the most attractive features of the convention was a film illustrating 
over seventy of the hospitals and sanatoria in the Province of Ontario. The 
180 photographs shown on the screen were beautiful illustrations of hospital 
buildings, wards, and grounds. This part of the program had distinct edu- 
cational value and gave the members of the association more intimate informa- 
tion regarding the fine features of Ontario hospitals. 


THE WESTERN AND NORTHWEST HOSPITAL 
ASSOCIATIONS 


From Vancouver, British Columbia, down the Pacific Coast to Los Angeles, 
and inland to Idaho, Utah, and Colorado came the hospital personnel to the 
two-day meeting at Portland, Oregon, October 24 and 25. 

An unusually interesting program had been arranged which covered nearly 
all phases of hospital administration. The ever present question of “the 
high cost of hospital care” included not only the doctor, nurse, and hospital 
viewpoint but the patient viewpoint as well. This was delightfully presented 
by Mrs. Joseph A. Hill, Jr., of Hill Military Academy, who has been a hospital 
patient several times. She stressed the point of the high nervous tension under 
which relatives are laboring when bringing their loved one to a hospital, and 
the lack of understanding, among the laity, of the fact that hospitals give 
practically the same service and courtesy, regardless of the cost of the ac- 
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commodation taken. She felt this explained why so many people select rooms, 
instead of the semi-private or ward service. 

The University of Oregon medical school was very generous in sending three 
of their faculty for our first day program. The obligations of the medical staff, 
recent developments in nutrition, together with hospital costs, were subjects 
ably presented by them. 

A very lively discussion followed the report of the Committee on State 
Rates, and the following resolution was adopted: 

Resolved: That the Hospital Rate Committee of the Northwest Hospital 
Association be instructed to draft a petition, securing if possible the signatures 
thereto of at least 90 per cent of the hospitals of the states of Washington and 
Oregon, requesting that the Industrial Insurance Commissions of these states 
increase their hospital rates, commensurate with the average cost of service. 

This was signed by nearly all the hospitals represented from those two states 
and will be forwarded to the others. 

The part the volunteer worker can play in the great public health program 
was very forcibly brought home by Mrs. Saidie Orr Dunbar, executive secre- 
tary of the Oregon Tuberculosis Association. She stated that the lay workers 
are with us, and that the value of that work is limited to just the proportion of 
co-operation we give them, as they desire to be our co-workers and are de- 
pendent upon us for the message we wish them to broadcast. 

We were honored in having with us Doctor MacEachern, who brought his 
usual message of inspiration, and conducted the round tables. Our Question 
Box afforded much discussion, and in order that all questions might be an- 
swered, our “get-together” breakfast became a successful round table. 

Portland hospitals are well known for their fine hospitality. About 125 
persons were luncheon guests of the Good Samaritan Hospital; cars were pro- 
vided to show the newer developments in the local institutions and for the 
famed Columbia River Highway trip. 

Miss Emily Loveridge, our much loved retiring president, to whom so much 
of the success of this meeting was due, was made an honorary life member. 

Dr. Frederick Bell, of the Vancouver General Hospital, Vancouver, British 
Columbia, was elected president of the Western Hospital Association and 
Miss Carolyn E. Davis was re-elected president of the Northwest Hospital 
Association. The next meeting will be held in Vancouver. 


IMPORTANT MEETINGS TO BE HELD IN CHICAGO 
IN FEBRUARY 

The week of February 17 will be of great importance to the hospital world 

of the North Central states and Chicago will entertain one of the largest 

assemblages of hospital people of the year. During the first part of the week 
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the annual Conference on Medical Education, Licensure, and Hospitals of the 
American Medical Association will be held at the Palmer House. The pro- 
gram that has been arranged for is most interesting and each contributor 
will have something of definite interest to present to hospital people. The 
various divisions, with subjects, are shown in this preliminary program. 


LIVE TOPICS IN PRESENT-DAY MEDICINE 
Hon. Ray LYMAN WILBurR, Presiding 
Secretary of the Interior, Washington, D.C. 


“Report of the Committee on the Cost of Medical Care,” Harry H. Moore, 
Ph.D., Director of Study, Committee on the Cost of Medical Care, Washing- 
ton, D.C. 

‘Medical Care for People of Moderate Means,” Malcolm L. Harris, M.D., 
President, American Medical Association, Chicago. . 

“Relation of Federal, State, and Municipal Governments to Hospital Main- 
tenance,” William Gerry Morgan, M.D., President-Elect, American Medical 
Association, Washington, D.C. 

“Current Problems in Medical Education,” Willard C. Rappleye, M.D., 
Director of Study, Commission on Medical Education, New Haven, Conn. 


MEDICAL TEACHING PLANTS (Illustrated) 


‘Medical Teaching Plants,” Charles R. Bardeen, M.D., Dean, University 
of Wisconsin Medical School, Madison. 

“The New Cornell,” G. Canby Robinson, M.D., Cornell University Medi- 
cal College, New York. 

“Special Laboratories in Teaching Hospitals,” Paul H. Fesler, Superintend- 
ent, University Hospital, Minneapolis. 


TEACHING OF OBSTETRICS 
JENNINGS C. LiTzENBERG, M.D., Presiding 


Professor of Obstetrics and Gynecology, University of Minnesota School of 
Medicine, Minneapolis 


“Fundamentals of Obstetric Practice,’ Frank W. Lynch, M.D., Professor of 
Obstetrics and Gynecology, University of California Medical School, San 
Francisco. 

“Clinical Teaching of Obstetrics,” J. Whitridge Williams, M.D., Professor 
of Obstetrics, Johns Hopkins University School of Medicine, Baltimore. 

“Laboratory Courses in Obstetric Pathology,” John O. Polak, M.D., Pro- 
fessor of Obstetrics and Gynecology, Long Island College Hospital, Brooklyn. 
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INTERNAL MEDICINE 
MERITS OF THE FULL-TIME SYSTEM OF TEACHING 
Ratpu H. Major, M.D., Presiding 


Professor of Medicine, University of Kansas School of Medicine, Kansas 
City, Kansas 


“From the Standpoint of a Full-Time Teacher,” David P. Barr, M.D., Busch 
Professor of Medicine, Washington University School of Medicine, St. Louis. 

“From the Standpoint of a Teacher on Half-Time,” Reginald Fitz, M.D., 
Associate Professor of Medicine, Harvard University Medical School, Boston. 

“From the Standpoint of a Practitioner and Teacher,” Arthur D. Dunn, 
M.D.., Professor of Clinical Research, University of Nebraska College of Medi- 
cine, Omaha. 


IMPORTANCE OF PATHOLOGY IN MEDICINE 
D. J. Davis, M.D., Presiding 
Dean, University of Illinois College of Medicine, Chicago 


“Pathology as a Specialty,” Louis B. Wilson, M.D., Director, Mayo Foun- 
dation for Medical Research, Rochester, Minn. 

“Pathology in a University Hospital, with Especial Reference to the Edu- 
cation of House Officers,’ Howard T. Karsner, M.D., Professor of Pathology, 
Western Reserve University School of Medicine, Cleveland. 

“The Pathologist’s Opportunities in Medical Research,” James Ewing, M.D., 
Professor of Pathology, Cornell University Medical College, New York. 

“The Pathologist in a Private Clinical Laboratory,” Kenneth M. Lynch, 
M.D., Professor of Pathology, Medical College of the State of South Caro- 
lina, Charleston. 

HOSPITAL PRESCRIBING 
Hon. RAy LyMANn WILBvR, Presiding 
Secretary of the Interior, Washington, D.C. 


“The Selection of Proprietary Versus Nonproprietary Drugs in Hospital 
Prescribing,” Ernest E. Irons, M.D., Clinical Professor of Medicine and Dean, 
Rush Medical College, Chicago. 

“Evaluation of Therapeutic Remedies in the Hospital,’ Torald Sollmann, 
M.D., Professor of Pharmacology and Materia Medica and Dean, Western 
Reserve University School of Medicine, Cleveland. 

“The Uses of Proprietary and Medicinal Foods in the Hospital,” McKim 
Marriott, M.D., Professor of Pediatrics and Dean, Washington University 
School of Medicine, St. Louis. 
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“Staff Co-operation with the Hospital Pharmacist,” William Gray, Ph.G., 
Pharmacist, Presbyterian Hospital, Chicago. 


OTHER HOSPITAL PROBLEMS 
Austin A. Haypen, M.D., Presiding 
Treasurer of the American Medical Association, Chicago 


“Hospital Administration,’ Walter S. Goodale, M.D., Superintendent, Buf- 
falo City Hospital, Buffalo. 

“Present Requirements of an Intern Hospital,” Nathan P. Colwell, M.D., 
Secretary of the Council on Medical Education and Hospitals of the American 
Medical Association, Chicago. 


HOSPITAL DEPARTMENTS OF RADIOLOGY 
A. U. Desyarpins, M.D., Presiding 
Pathologist, Mayo Clinic, Rochester, Minn. 


“The Requirements of a Department of Radiology in a Large Intern Teach- 
ing Hospital,’ Henry K. Pancoast, M.D., Radiologist, University of Penn- 
sylvania Hospital, Philadelphia. 

“The Requirements of a Department of Radiology in a Large Intern Teach- 
ing Hospital,” P. F. Butler, M.D., Head of the Department of Radiology, 
Boston City Hospital, Boston. 

“The Requirements of a Department of Radiology in a Small Hospital,” 
Henry J. Ullman, M.D., Radiologist, Cottage Hospital, Santa Barbara, Calif. 

“The Relation of a Hospital Department of Radiology to the Private 
Radiologist,” L. R. Sante, M.D., St. Louis. 


MEDICAL LICENSURE 


“The Medical Profession and Medical Licensure,” Holman Taylor, M.D., 
Secretary, State Medical Association of Texas, Fort Worth. 

“Legislative Obstacles in Obtaining Adequate Medical Laws,” J. R. Neal, 
M.D., Chairman, Legislative Committee, Illinois State Medical Society, 
Springfield. 

“Law Enforcement Procedures,’ Stanley H. Osborn, M.D., and Henry 
Albert, M.D., State Health Commissioners, respectively, of Connecticut and 
Iowa. 

“Administration of Medical Practice Acts,” Henry M. Fitzhugh, M.D., 
Secretary, Board of Medical Examiners, Baltimore. 

“Basic Science Laws and Medical Licensure,” Walter L. Bierring, M.D., 
Secretary, Federation of State Medical Boards, Des Moines, Iowa. 
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“Fundamentals of a Uniform Medical Practice Act,” Harold Rypins, M.D.. 
Secretary, New York Board of Medical Examiners, Albany. 


PHYSICAL THERAPY 
RicHarp B. DILLtEHuUNT, M.D., Presiding 


Dean, University of Oregon Medical School, Portland, Ore. 


“The Value of Physical Therapy in Practice,” Merritte W. Ireland, M.D., 
Surgeon General, Medical Department, United States Army, Washington, 
BL. 

“The Teaching of Physical Therapy,” Irving S. Cutter, M.D., Dean, North- 
western University Medical School, Chicago. 

“A Hospital Department of Physical Therapy,” by a representative of a 
hospital having a well developed department of physical therapy. 

‘From the Standpoint of a Practitioner of Physical Therapy.” 


TRAINING OF TECHNICIANS 
“Training of Hospital Technicians,” Philip Hillkowitz, M.D., Chairman, 
Board of Registry, American Society of Clinical Pathologists, Denver. 
“Prerequisites and a Proposed Course of Training for Clinical Laboratory 
Technicians,” W. D. Stovall, M.D., Director, State Laboratory of Hygiene, 
Madison, Wis. 


As a part of this meeting the American Conference on Hospital Service will 
hold its annual session and will attract to its meeting, as it always does, people 
who are intimately concerned with providing adequate care for the hospital 
sick. Its program is announced, tentatively, as follows: 


SYMPOSIUMS 
Cost or MEDICAL CARE 

From the Point of View of: 

(a) “The Hospital,’ Dr. Bert W. Caldwell, Executive Secretary, American 
Hospital Association. 

(b) “The Hospital Staff,’ Dr. James B. Herrick, Professor of Medicine, 
Rush Medical College, Chicago. 

(c) “The General Practitioner of Medicine,’ Dr. Arthur Tenney Hol- 
brook, Milwaukee. 

(d) “The Layman,” Mr. Wilford S. Reynolds, Executive Secretary of 
Council of Social Agencies, Chicago. 
Discussion: 

Dr. Ray Lyman Wilbur, Secretary of the Interior. 
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Dr. Lewis L. McArthur, Chicago. 
Mr. Alfred C. Meyer, Chicago. 
Dr. Frank L. Rector, Chicago. 
Mr. Asa Bacon, Chicago. 

Mr. Charles Wordell, Chicago. 


HospiTaAt SERVICE FOR THE NEGRO POPULATION 


(a) “Hospital and Out-patient Facilities Which Will Afford Adequate 
Care of the Sick,” Dr. Peter M. Murray, formerly Dean, Medical School, 
Howard University, Washington, D.C. 

(b) “Provision for Adequate Facilities for the Training and Education 
of Colored Medical Students,” Dr. Basil C. H. Harvey, Dean of Medical Stu- 
dents and Professor of Anatomy, University of Chicago. 

(c) “Provision for Adequate Facilities for the Training and Education. 
of Colored Nurses,” Miss Adda Eldredge, Director, Bureau of Nursing Edu- 
cation, State of Wisconsin. 

Discussion: 

Dr. D. J. Davis, Dean of Medical School, University of Illinois. 

Dr. Julian H. Lewis, Department of Pathology, University of Chicago. 

Miss Belva L. Overton, Superintendent of Nurses, Provident Hospital, Chi- 
cago. 

CENTRAL COUNCIL FOR NURSING EDUCATION 
INSTITUTE ' 


The Central Council for Nursing Education will hold an institute for mem- 
bers of boards of directors of hospitals and public health nursing organiza- 
tions, also at the Palmer House, on the 17th of February. Among the speak- 
ers will be Dr. Christopher G. Parnall, president of the American Hospital 
Association; Dr. Haven Emerson, professor of public health administration 
at Columbia University; Miss Ruth Emmerson, director of hospital service, 
University Clinics, University of Chicago; and Miss Edna L. Foley, superin- 
tendent of the Visiting Nurse Association of Chicago. 


INDIANA LEGISLATION 

Through the activities of the Indiana Hospital Association, the state legis- 
lature has enacted the following statute, which is of very large importance to 
the hospitals in that state. 

A. The acts of 1917 ch. 57 as amended by ch. 15 acts of 1921, authorize 
municipal aid for private hospitals. Sec. 1 provides that a city of the fourth 
and fifth class may aid in the construction and equipment of a hospital build- 
ing erected by an association not for profit incorporated in Indiana and lo- 
cated in or within a mile of the city. 
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Sec. 3 provides that no sum shall be appropriated for any hospital unless 
the construction and maintenance of it is in the hands of a non-sectarian 
and non-political board of trustees. 

B. Chapter 156, laws of 1921, empowers cities of from 70,000 to 84,000 
inhabitants to appropriate sufficient money for the support of hospitals not 
organized for profit. 

C. Acts of 1905 page 55 provide for the establishment of the board of 
examination and registration of nurses which by the acts of 1921 page 470 is 
authorized to establish educational requirements. 

Applicants—must have one year of high school or its equivalent. 

The state association is working for the amendments of the existing statutes 
quoted above as follows: 

A. Amend to read: “Sec. 1 provides that a city of the first to fifth class 
may aid in the construction..... 4 

Sec. 3. Amend by omitting phrase “non-sectarian and” and use the phrase 
“non-partisan” in place of “non-political.” 

B. Amend to read: “any unincorporated city.” 

C. Amend to read: “Applicants must have a diploma from a high school 
or its equivalent.” 

Board of Examiners already controls this; therefore no amendment must 
be legislated. 

COMING MEETINGS 
Council on Medical Education and Hospitals of the American Medical Asso- 

ciation—Chicago, February 17-19. 

Hospital Association of the State of Iliinois—Chicago, February 19-21. 
Indiana Hospital Association—Chicago, February 19-21. 

Wisconsin Hospital Association—Chicago, February 19-21. 

Iowa Hospital Association—Waterloo, February 27-28. 

Pennsylvania Hospital Association—Pittsburgh, March 25-27. 

Louisiana Hospital Association—New Orleans, April. 

Kentucky Hospital Association—Louisville, April. 

Hospital Association of the State of New York—New York City, May. 
American Medical Association—Detroit, June 23-27. 

American Protestant Hospital Association—New Orleans, October 17-20. 
American Hospital Association—New Orleans, October 20-24. 

American Occupational Therapy Association—New Orleans, October 20-24. 
American College of Surgeons Hospital Conference—Philadelphia, October. 
Kansas Hospital Association—Newton, October. 

Midwest Hospital Association—Tulsa, Okla., April 25-26. 

Missouri Hospital Association—Tulsa, Okla. Date unannounced. 
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OFFICERS OF THE STATE AND AFFILIATED ASSOCIATIONS 


American Association of Hospital Social Workers 
President—Edith M. Baker, Washington University Hospital, St. Louis. 
Secretary—Elizabeth G. Gardiner, University of Minnesota, Minneapolis. 


American Protestant Hospital Association 
President—Mr. Luther G. Reynolds, Seattle General Hospital, Seattle. 
Secretary—Dr. Frank C. English, Christ Hospital, Cincinnati. 





Children’s Hospital Association 


President—Dr. Howard Child Carpenter, Children’s Hospital, Philadelphia. 
Secretary—Miss Bena M. Henderson, Children’s Hospital, Milwaukee. 


Catholic Hospital Association 
President—Rev. Alphonse M. Schwitalla, St. Louis University, St. Louis. ‘ 
Secretary—Sister M. Irene, St. Mary’s Hospital, St. Louis. 


Colorado Hospital Association 
President—Dr. Maurice H. Rees, University of Colorado, Denver. 
Secretary—Mr. Frank J. Walter, St. Luke’s Hospital, Denver. 


Connecticut Hospital Association 


President—Dr. B. Henry Mason, Waterbury Hospital, Waterbury. 
Secretary—Miss M. E. Traver, New Britain Hospital, New Britain. 


Georgia Hospital Association 
President—Dr. C. S. Lentz, University Hospital, Augusta. 
Secretary—Mr. J. B. Franklin, Georgia Baptist Hospital, Atlanta. 


Hospital Association of the State of Illinois 


President—Mr. J. W. Meyer, Aurora Hospital, Aurora. 
Secretary—Mr. E. I. Erickson, Augustana Hospital, Chicago. 


Florida Hospital Association 


President—Mr. C. S. Myers, City Hospitals, St. Petersburg. 
Secretary—Dr. Fred M. Walker, Duvall County Hospital, Jacksonville. 


Indiana Hospital Association 
President—Mr. Albert G. Hahn, Deaconess Hospital, Evansville. 
Secretary—Miss Gladys Brandt, Cass County Hospital, Logansport. 


Iowa Hospital Association 


President—Mr. Robert E. Neff, University Hospitals, Iowa City. 
Secretary—Mr. Harold A. Grimm, Finley Hospital, Dubuque. 
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Kentucky Hospital Association 
President—Howard E. Hodge, Kentucky Baptist Hospital, Louisville. 
Secretary—Miss Agnes O’Roke, Kosair Crippled Children’s Hospital, Louis- 
ville. 
Kansas Hospital Association 
President—Dr. T. R. Heath, Kansas City. 
Secretary—Dr. John T. Axtell, Newton. 


Louisiana Hospital Association 
President—Mr. Louis J. Bristow, Southern Baptist Hospital Commission, 
New Orleans. 


Michigan Hospital Association 
President—Dr. D. M. Morrill, Blodgett Memorial Hospital, Grand Rapids. 
Secretary—Mr. Robert G. Greve, University Hospital, Ann Arbor. 


Midwest Hospital Association 
President—Dr. Fred S. Clinton, Tulsa, Oklahoma. 
Secretary—Mr. Walter J. Grolton, Missouri Pacific Hospital, St. Louis. 


Minnesota Hospital Association 
President—Mr. J. J. Drummond, Worrell Hospital, Rochester. 
Secretary—Mr. Joseph G. Norby, Fairview Hospital, Minneapolis. 


Missouri Hospital Association 
President—Mr. L. A. Johnson, Trinity Lutheran Hospital, Kansas City. 
Secretary—Mr. Walter J. Grolton, Missouri Pacific Hospital, St. Louis. 


Mississippi Hospital Association 
President—Mr. W. Hamilton Crawford, South Mississippi Infirmary, Hat- 
tiesburg. 
Secretary—Dr. J. K. Avent, Grenda. 
New England Hospital Association 
President—Miss Miriam Curtis, Cooley Dickinson Hospital, Northampton. 
Secretary—Dr. W. Franklin Wood, Massachusetts General Hospital, Boston. 


New Jersey Hospital Association, 
President—Rev. John G. Martin, Hospital of St. Barnabas, Newark. 
Secretary—Mr. Thomas J. Golden, Jersey City Hospital, Jersey City. 


Hospital Association of the State of New York 


President—Dr. C. W. Munger, Grasslands Hospital, Valhalla. 
Secretary—Mr. Boris Fingerhood, United Israel Zion Hospital, Brooklyn. 
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North Carolina Hospital Association 
President—Dr. D. A. Garrison, Gastonia. 
Secretary—Dr. L. V. Grady, Carolina General Hospital, Wilson. 
Northwest Hospital Association 
President—Miss Carolyn E. Davis, Everett General Hospital, Everett, Wash. 
Secretary—Mrs. Cecile Tracy Spry, Tacoma General Hospital, Tacoma 
Wash. 
Ohio Hospital Association 
President—Rev. Philip Vollmer, Jr., Fairview Park Hospital, Cleveland. 
Secretary—Mr. J. R. Mannix, 630 E. River St., Elyria. 
Oklahoma Hospital Association 
President—Dr. Frank H. MacGregor, Mangum. 
Secretary—Dr. A. J. Weedn, Duncan. 
Ontario Hospital Association 
President—Mr. R. H. Cameron, Toronto. 
Secretary—Dr. F. W. Routley, 410 Sherbourne St., Toronto 5. 
Hospital Association of Pennsylvania 
President—Elizabeth H. Shaw, St. Margaret Memorial Hospital, Pittsburgh. 
Secretary—Mr. Howard E. Bishop, Robert Packer Hospital, Sayre. 
South Carolina Hospital Association 
President—Mr. F. O. Bates, Roper Hospital, Charleston. 
Secretary—Dr. J. M. Beeler, Spartanburg General Hospital, Spartanburg. 
Seuth Dakota Hospital Association 
President—Mr. D. L. Braskamp, Lincoln Hospital, Aberdeen. 
Secretary—Sister William, St. Luke’s Hospital, Aberdeen. 
Western Hospital Association 
President—Dr. Frederick Bell, Vancouver General Hospital, Vancouver, B.C. 
Secretary—Mr. Wallace F. Vail, Pasadena Hospital, Pasadena, Calif. 
West Virginia Hospital Association 
President—J. S. Turk, Ohio Valley General Hospital, Wheeling. 
Secretary—Mr. Joe W. Savage, Charleston. 
Wisconsin Hospital Association 


President—Dr. J. W. Coon, River Pines Cottage Sanatorium, Stevens Point. 
Secretary—Mr. L. C. Austin, Mt. Sinai Hospital, Milwaukee. 
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APPLICATIONS FOR PERSONAL MEMBERSHIP RECEIVED SINCE 
OCTOBER, 1929 

Birge, Amy E., superintendent, Holyoke Hospital, Holyoke, Mass. 

Brouitt, F. W., assistant superintendent, Hamot Hospital, Erie, Pa. 

Baumert, Anthony, superintendent, Jefferson Clinic and Diagnostic Hospital, 
Detroit, Mich. 

Bernecker, Edward M., M.D., superintendent, Metropolitan Hospital, Welfare 
Island, New York City. 

Blaine, Edward S., M.D., roentgenologist, Wesley Memorial Hospital, Chicago, 
Il. 

Bledsoe, Edwin P., M.D., superintendent, Springfield State Hospital, Sykes- 
ville, Md. 

Benson, Frances, record librarian, Bryn Mawr Hospital, Bryn Mawr, Pa. 

Babcock, Florence G., record librarian, University of Michigan Hospital, Ann 
Arbor, Mich. 

Copeland, W. A., superintendent, Wyoming County Community Hospital, 
Warsaw, N.Y. 

Conrad, Anna B., superintendent, Southern Methodist Hospital and Sana- 
torium, Tucson, Ariz. 

Cutter, Irving S., M.D., medical director, Passavant Hospital, Chicago, IIl. 

Chase, Mrs. Genevieve, chief record librarian, Massachusetts General Hos- 
pital, Boston, Mass. 

Dennisman, Sister M., sister superior, St. John’s Hospital, Anderson, Ind. 

Donaldson, Margaret J., R.N., superintendent, Henry County Soldiers’ and 
Sailors’ Memorial Hospital, Mount Pleasant, Iowa. 

Doolin, J. L., business manager, Chicago State Hospital, Chicago, Ill. 

Eastman, Nellie H., superintendent, Bakersfield Emergency Hospital, Bakers- 
field, Calif. 

Edgar, Alice I., superintendent, Jordan Hospital, Plymouth, Mass. 

Holmes, Georgia, directress of nurses, Methodist Hospital, Memphis, Tenn. 

Hunt, Ernest Leroi, M.D., director, division of surgery, Worcester City Hos- 
pital, Worcester, Mass. 

Jaller, A. A., executive officer, New York Polyclinic Hospital, New York City, 
N.Y. 

Jones, C. H., assistant superintendent, Binghamton City Hospital, Bingham- 
ton , N.Y. 

Jordan, Robert, Ph.D., assistant superintendent, New Haven Hospital, New 
Haven, Conn. 

Kegel, Arnold H., M.D., Commissioner of Health, City Hall, Chicago, Ill. 

Kemp, Madeline, superintendent, Jane M. Case Hospital, Delaware, Ohio. 

King, Raymond W., superintendent, Wesley Hospital, Kansas City, Mo. 
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Lacy, William I., Welfare Federation of Cleveland, Cleveland, Ohio. 

Lawrence, F. M., principal, training school, Frederick Douglass Memorial Hos- 
pital, Philadelphia, Pa. 

Lintrudis, Mother, superintendent, St. Ann’s Hospital, Columbus, Ohio. 

Lockwood, A. L., M.D., surgeon, Lockwood Clinic, Toronto, Canada. 

Lohr, Oliver W., director, Central Laboratory of Saginaw, Saginaw, Mich. 

Lumsden, Isabelle M., R.N., superintendent, Moses-Ludington Hospital, Ti- 
conderoga, N.Y. 

MacDonald, Mrs. J. L., R.N., superintendent, Clarkson Memorial Hospital, 
Omaha, Neb. 

Maphis, Omer B., superintendent, Bethany Hospital, Chicago, IIl. 

Marcella, Sister M., superintendent, St. Joseph’s Hospital, Denver, Colo. 

Martin, Carol, superintendent, Community Hospital, Glasgow, Ky. 

McKenney, Louis J., chairman, board of trustees, Highland Park General Hos- 
pital, Highland Park, Mich. 

Mears, Bertha W., superintendent, Princeton Hospital, Princeton, N.J. - 

Monroe, Clement R., M.D., superintendent, Moore County Hospital, Pine- 
hurst, N.C. 

Myers, Mrs. Grace W., librarian emeritus, Massachusetts General Hospital, 
Boston, Mass. 

Putnam, L. H., superintendent, Staten Island Hospital, Tompkinsville, S.L., 
N.Y. 

Prentzel, Harold T., business manager, Friends’ Hospital, Frankford, Phila- 
delphia, Pa. 

Reeder, Clara E., R.N., State Department of Health, Columbus, Ohio. 

Rees, Madge, superintendent, Cohoes Hospital, Cohoes, N.Y. 

Reynolds, Marion S., M.D., superintendent, The Children’s Hospital, Colum- 
bus, Ohio. 

Ruble, Wells A., M.D., medical superintendent, New England Sanitarium and 
Hospital, Stoneham, Mass. 

Rosenthal, A., M.D., medical director, Franklin Hospital, San Francisco, Calif. 

Sebastian, Sister Mary, R.N., assistant superintendent, Providence Hospital, 
Sandusky, Ohio. 

Sims, Sarah A., superintendent, The Florence Crittenton Home, Youngstown, 
Ohio. 

Stoll, Emma, superintendent, Clay County Hospital, Brazil, Ind. 

Thompson, Pearl G., chief, bureau of. hospitals, Columbus, Ohio. 

Van Dyke, Alice, dietitian, Cambridge Hospital, Cambridge, Mass. 
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Van Horn, Rev. J. P., superintendent, St. Luke’s Methodist Hospital, Cedar 
Rapids, Iowa. 

Westrup, Arthur W., M.D., superintendent, St. Louis County Hospital, Clay- 
ton, Mo. 

Widmer, William A., c/o J. B. Lippincott Co., Philadelphia, Pa. 

Wigger, George F., architect, Hall of Records, Los Angeles, Calif. 

Wilson, Mrs. Maurine, record librarian, Ravenswood Hospital, Chicago, Ill. 


APPLICATIONS FOR INSTITUTIONAL MEMBERSHIP 
RECEIVED SINCE OCTOBER, 1929 


Detwiler Memorial Hospital, De Etta Harrison............ Wauseon, Ohio. 
I 66.0 Sea eos SANE ON CR KROES Longmont, Colo. 
re New Orleans, La. 
North Country Community Hospital.................... Glen Cove, N.Y. 
NN 26 5's bed ha Kh cde eee ROR Denver, Colo. 
SIE CEE SP TE eee ee Princeton, N.J. 
evn eb a cen E ES Oe awd ae 6 ev oak wee Sharon, Conn. 
Wyoming County Community Hospital.................... Warsaw, N.Y. 


SECTION OFFICERS—1930 


ADMINISTRATION SECTION 


Chairman—Walter S. Goodale, M.D., Buffalo City Hospital, Buffalo, N.Y. 
Secretary—P. W. Wipperman, M.D., Touro Infirmary, New Orleans, La.* 


CoNnsTRUCTION SECTION 
Chairman—George O’Hanlon, M.D., Jersey City Hospital, Jersey City, N.J. 
Secretary—Oliver H. Bartine, Hospital Consultant, New York, N.Y. 
DIETETIC SECTION 


Chairman—Bertha E. Beecher, Christ Hospital, Cincinnati, Ohio. 
Secretary—Margaret S. Gillam, University Hospital, Ann Arbor, Mich. 


NursInc SECTION 
Chairman—Claribel Wheeler, School of Nursing, Washington University, St. Louis, 


Mo. 
Secretary—Bertha W. Allen, Newton Hospital, Newton Lower Falls, Mass. 


OvutT-PATIENT SECTION 


Chairman—Donald C. Smelzer, M.D., Charles T. Miller Hospital, St. Paul, Minn. 
Secretary—Charles C. Hedges, Babies’ Hospital, New York, N.Y. 


Smat Hospitat SECTION 


Chairman—Clarence H. Baum, Lake View Hospital, Danville, Ill. 
Secretary—Howard E. Hodge, Baptist Hospital, Louisville, Ky. 


Socrat SERVICE SECTION 
Chairman—Elizabeth Lowry, Rochester General Hospital, Rochester, N.Y. 
Secretary—Helen Beckley, American Association of Hospital Social Workers, Chi- 
cago, Ill. 


* Deceased. 


[ 142] 





AMERICAN HOSPITAL ASSOCIATION 


Hee - — ———_—_—_— ——-—_—_—_——— — +48 


TEACHING Hospitar SECTION 
Chairman-—-Paul Fesler, University Hospital, Minneapolis, Minn. 
Secretary—R. C. Buerki, M.D., University of Wisconsin Hospitals, Madison, Wis. 


TUBERCULOSIS SECTION 
Chairman—Joseph R. Morrow, M.D., Bergen Pines, Ridgewood, N.J. 
Secretary—H. J. Corper, M.D., National Jewish Hospital, Denver, Colo. 


TRUSTEE SECTION 
To be selected later. 


STANDING COMMITTEES—1930 


CONSTITUTION AND RULES 
Richard P. Borden, Chairman, Union Hospital, Fall River, Mass. 
Louis H. Burlingham, M.D., Barnes Hospital, St. Louis, Mo. 
Mary C. McPherson, Ellis Hospital, Schenectady, N.Y. 


RESOLUTIONS COMMITTEE 
Paul H. Fesler, Chairman, University Hospital, Minneapolis, Minn. 
Boris Fingerhood, United Israel-Zion Hospital, Brooklyn, N.Y. 
Edith Cox, Robert Breck Brigham Hospital, Boston, Mass. 


LEGISLATIVE COMMITTEE 
E. T. Olsen, M.D., Chairman, Receiving Hospital, Detroit, Mich. 
J. B. Franklin, Georgia Baptist Hospital, Atlanta, Ga. 
Carol Martin, Community Hospital, Glasgow, Ky. 


NoMINATING COMMITTEE 
John M. Peters, M.D., Chairman, Rhode Island Hospital, Providence, R.I. (1930) 
E. Muriel Anscombe, Jewish Hospital, St. Louis, Mo. (1930-1933) 
Howard E. Bishop, Robert Packer Hospital, Sayre, Pa. (1930-1934) 
Thomas Howell, M.D., New York Hospital, New York, N.Y. (1930-1932) 
John D. Spelman, M.D., Montefiore Hospital, Pittsburgh, Pa. (1930-1931)* 


MEMBERSHIP COMMITTEE 
Winford H. Smith, M.D., Chairman, Johns Hopkins Hospital, Baltimore, Md. 
Emily Loveridge, Good Samaritan Hospital, Portland, Ore. 
A. K. Haywood, M.D., Montreal General Hospital, Montreal, Quebec. 
Alfred C. Meyer, Michael Reese Hospital, Chicago, Il. 
P. W. Wipperman, M.D., Touro Infirmary, New Orleans, La. 


Out-PATIENT COMMITTEE 
Herman L. Smith, M.D., Chairman, Michael Reese Hospital, Chicago (3 years) 
John E. Ransom, Toledo Hospital, Toledo, Ohio. (1 year) 
Frank E. Wing, Boston Dispensary, Boston, Mass. (1 year) 


SPECIAL COMMITTEES—1930 


BOOKKEEPING AND ACCOUNTING 
G. W. Curtis, Chairman, Santa Barbara Cottage Hospital, Santa Barbara, Calif. 
Frances Chappell, North County Community Hospital, Glen Cove, N.Y. 
Stewart Hamilton, M.D., Harper Hospital, Detroit, Mich. 
Robert E. Neff, University Hospital, Iowa City, Iowa. 

CLINICAL RECORDS 

T. K. Gruber, M.D., Chairman, Eloise Hospital, Eloise, Mich. 
Walter E. List, M.D., Minneapolis General Hospital, Minneapolis, Minn. 
Jessie EK. Harned, Association of Record Librarians of North America, Chicago, IIl. 
Donald M. Morrill, M.D., Blodgett Memorial Hospital, Grand Rapids, Mich. 


* Deceased. 
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F. H. Slayton, M.D., American College of Surgeons, Chicago, IIl. 
N. P. Colwell, M.D., Council on Medical Education and Hospitals, Chicago, IIl. 
S. Marx White, M.D., American College of Physicians, Minneapolis, Minn. 


Pusiic HEALTH RELATIONS 


W. C. Rucker, M.D., Chairman, U.S. Marine Hospital No. 14, New Orleans, La. 
J. G. Copeland, M.D., Albany Hospital, Albany, N.Y. 

Annie W. Goodrich, Yale School of Nursing, New Haven, Conn. 

Alvin Powell, M.D., Public Health Center, Oakland, Calif. 

W. S. Rankin, M.D., Duke Endowment, Charlotte, N.C. 


HospiTaAL PLANNING AND EQUIPMENT 


Joseph B. Howland, M.D., Chairman, Peter Bent Brigham Hospital, Boston, Mass 
E. Muriel Anscombe, Jewish Hospital, St. Louis, Mo. 

A. K. Haywood, M.D., Montreal General Hospital, Montreal, Quebec. 

C. W. Munger, M.D., Grasslands Hospital, Valhalla, N.Y. 

H. M. Pollock, M.D., Massachusetts Homeopathic Hospital, Boston, Mass. 

Neal N. Wood, M.D., Los Angeles General Hospital, Los Angeles, Calif. 


HosPITaAL ORGANIZATION AND MANAGEMENT 


Warren L. Babcock, M.D., Chairman, Grace Hospital, Detroit, Mich. 
Harley A. Haynes, M.D., University Hospital, Ann Arbor, Mich. 

L. J. McKenney, Trustee, Highland Park Hospital, Highland Park, Mich. 
John E. Ransom, Toledo Hospital, Toledo, Ohio. 

Wiley E. Woodbury, M.D., Fifth Avenue Hospital, New York, N.Y. 

Mrs. Mary A. Young, General Hospital, Moosejaw, Saskatchewan. 


SIMPLIFICATION AND STANDARDIZATION OF FURNISHINGS, SUPPLIES AND EQUIPMENT 
W. P. Morrill, M.D., Chairman, Maine General Hospital, Portland, Me. 

C. J. Cummings, Tacoma General Hospital, Tacoma, Wash. 

J. L. McElroy, M.D., Medical College of Virginia Hospital, Richmond, Va. 

Sister Mary Veronica, Mercy Hospital, Chicago, Il. 

Margaret Rogers, St. Luke’s Hospital, St. Paul, Minn. 


SMITHSONIAN INSTITUTE 


Richard P. Borden, Chairman, Union Hospital, Fall River, Mass. 

J. D. Byers, George Washington University Hospital, Washington, D.C. 
Winford H. Smith, M.D., Johns Hopkins Hospital, Baltimore, Md. 
Daniel D. Test, Pennsylvania Hospital, Philadelphia, Pa. 


WoRKMEN’sS COMPENSATION 


Joseph J. Weber, Chairman, Vassar Brothers Hospital, Poughkeepsie, N.Y. 
Howell L. Begle, M.D., Michigan Mutual Hospital, Detroit, Mich. 

J. Rollin French, M.D., Golden State Hospital, Los Angeles, Calif. 
George B. Landers, M.D., Highland Hospital, Rochester, N.Y. 

Thomas F. Dawkins, Park East and Park West Hospital, New York, N.Y. 


Fire INSURANCE RATES 


Lewis A. Sexton, M.D., Chairman, Hartford Hospital, Hartford, Conn. 

John E. Daugherty, M.D., Jewish Hospital, Brooklyn, N.Y. 

John R. Howard, Jr., New York Nursery and Child’s Hospital, New York, N.Y. 
Alfred C. Meyer, Michael Reese Hospital, Chicago, Ill. 





Henry C. Wright, Hospital and Institutional Bureau of Consultation, New York, N.Y. 


Nationat Hospitat Day 


Joseph R. Morrow, M.D., Chairman, Bergen County Hospital, Ridgewood, N.J. 
Ishbel A. Craig-Anderson, St. Luke’s Hospital, Davenport, Iowa. 

Frederick C. Bell, M.D., Vancouver General Hospital, Vancouver, B.C. 
Matthew O. Foley, Hospital Management, Chicago, Ill. 

John A. McNamara, Modern Hospital, Chicago, Ill. 
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Mother Mary Agatha, Holy Rosary Hospital, Miles City, Mont. 
L. B. Rogers, M.D., St. Francis Hospital, San Francisco, Calif. 
Frank J. Walters, St. Luke’s Hospital, Denver, Colo. 

Nellie McGurran, Atlantic City Hospital, Atlantic City, N.J. 


EMPLOYEES’ RETIREMENT SYSTEMS 
Chairman— 
F. A. Washburn, M.D., Massachusetts General Hospital, Boston, Mass. 
Lucius R. Wilson, M.D., John Sealy Hospital, Galveston, Tex. 
O. F. Ball, M.D., Modern Hospital, Chicago, Ill. 
Donald C. Smelzer, M.D., Charles T. Miller Hospital, St. Paul, Minn. 


HOSPITALIZATION OF COLORED PEOPLE 
William H. Walsh, M.D., Chairman, 612 N. Michigan Ave., Chicago, IIl. 
James L. Bevans, M.D., John D. Archbold Memorial Hospital, Thomasville, Ga. 
Eugene H. Dibble, Jr., M.D., John A. Andrew Memorial Hospital, Tuskegee Institute, 
Ala. 
William A. Doeppers, M.D., Indianapolis City Hospital, Indianapolis, Ind. 
J. J. Golub, M.D., Hospital for Joint Diseases, New York, N.Y. 


AUTOPSIES « 
E. M. Bluestone, M.D., Chairman, Montefiore Hospital, New York, N.Y. 
A. C. Bachmeyer, M.D., Cincinnati General Hospital, Cincinnati, Ohio. 
Harry D. Clough, M.D., Rochester General Hospital, Rochester, N.Y. 
Irving S. Cutter, M.D., Northwestern University Medical School, Chicago, IIl.- 
Rev. M. F. Griffin, Trustee, St. Elizabeth’s Hospital, Youngstown, Ohio. 


Liprary COMMITTEE 
Frank Billings, M.D., Honorary Chairman, 1550 N. State Parkway, Chicago, IIl. 
Asa S. Bacon, Chairman, Presbyterian Hospital, Chicago, Ill. 
John M. Dodson, M.D., American Medical Association, Chicago, Ill. 
A. C. Bachmeyer, M.D., Cincinnati General Hospital, Cincinnati, Ohio. 
Rev. M. F. Griffin, Trustee, St. Elizabeth’s Hospital, Youngstown, Ohio. 
Alfred C. Meyer, Michael Reese Hospital, Chicago, II. 
Evelyn Wood, Central Council of Nursing Education, Chicago, IIl. 
Louis H. Burlingham, M.D., Barnes Hospital, St. Louis, Mo. 


DELEGATES—1930 


COMMITTEE ON GRADING OF NuRSING SCHOOLS 
Joseph B. Howland, M.D., Peter Bent Brigham Hospital, Boston, Mass. 
Bert W. Caldwell, M.D., Executive Secretary, American Hospital Association, Chicago, 
Ill. (Alternate) 


AMERICAN CONFERENCE ON HospiTaAt SERVICE 
Ralph B. Seem, M.D., Stanford University Hospitals, San Francisco, Calif. (2 years) 
E. S. Gilmore, Wesley Memorial Hospital, Chicago, Ill. (2 years) 

COMMITTEE ON THE Cost oF MEpICAL CARE 


Winford H. Smith, M.D., Johns Hopkins Hospital, Baltimore, Md. 

Michael M. Davis, Ph.D., Director for Medical Services, Julius Rosenwald Fund, Chi- 
cago, Ill. 

W. S. Rankin, M.D., Duke Endowment, Charlotte, N.C. 


COMMITTEE ON ORGANIZATION OF THE First INTERNATIONAL CONGRESS ON 
MENTAL HYGIENE 
C. G. Parnall, M.D., Rochester General Hospital, Rochester, N.Y. 
COMMITTEE ON INVESTIGATION OF RUBBER FLoor TILES (COOPERATING WiTH BUREAU OF 
STANDARDS, DEPT. OF COMMERCE, WASHINGTON, D.C.) 
Frank E. Chapman, Mt. Sinai Hospital, Cleveland, Ohio. 
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ALABAMA 


Birmingham.—Norwood Hospital is erecting a third floor addition costing 
$100,000. Plans are being prepared by Turner and Slater, architects. 


ARKANSAS 


Little Rock.—A new county hospital, to include quarters for the care of 
tuberculous and aged and infirm patients, is to be built at Little Rock. Con- 
ferring with the county officials are: Judge W. F. Sibeck, Doctors R. P. Har- 
ris, superintendent of the old hospital, S. C. Fulmer of the county medical so- 
ciety, A. C. Shipp of the Arkansas Medical Society, and Frank Vinsunhaler, 
dean of the University of Arkansas medical college. 

A new state hospital for nervous diseases, the cost of which will be about 
$3,250,000, has been authorized by the legislature. The architects are George 
R. Mann, Wanger, and King. 

Monticello—Contract for the construction of the Mack Wilson Hospital, 
Inc., was awarded September 29. The building will cost between $40,000 and 
$50,000 and is named in honor of H. M. Wilson, a large contributor and 
prominent citizen of Monticello. 


CALIFORNIA 

Los Angeles.—A million dollar addition will be constructed for Sylvan Lodge 
Hospital, according to an announcement by Mrs. D. E. Bell, the owner. 
Ground for the building was broken December 15. 

Work on the general contract of the new Los Angeles County Hospital was 
completed about December 1. The hospital, completely equipped, will cost 
in the neighborhood of $15,000,000. Completion of the first unit is to be 
accomplished within the year. 

Modesto.—A second unit of the Stanislaus County Hospital has been planned 
by the supervisors, to be completed in six months. 

Talmage.—Contracts for the construction of new wards at the Mendo- 
cino State Hospital were awarded recently by the State Division of Archi- 
tecture, at an approximate cost of $123,000. 
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COLORADO 
Colorado Springs.—Cragmor Sanatorium is erecting a new $40,000 nurses’ 
home, providing for twenty-five nurses. Harold Smith of Colorado Springs 
is the architect. Each room will have its own sleeping porch. 


CONNECTICUT 

Hartford —The sum of $1,750,000 has been appropriated to start construc- 
tion on the Fairfield State Hospital, to house 2,500 patients, on an 800-acre 
tract between Watertown and Danbury. Further appropriations will be made 
to cover the estimated cost of the buildings, which will be $7,500,000, and 
equipment, $1,141,000. Preliminary plans have been prepared by Walter P. 
Crabtree, Sr., architect for the six or eight buildings. A reception hospital, 
and superintendent’s, nurses’, and employees’ homes are contemplated. 


DistRICT OF COLUMBIA 

W ashington.—The first of a group of five new buildings of the Gallinger 
Municipal Hospital was dedicated on December 4. Senator Royal S. Cope- 
land of New York delivered the dedicatory address. One of the features 
of the new building is accommodation for private room patients on every 
floor, in addition to wards containing fifteen, five, and two beds. The new 
hospital receives indigent patients only. Major Edgar A. Bocock, super- 
intendent, advises that the four additional units will be completed as rapidly 
as possible. 

Sibley Hospital will erect two additional stories and make alterations at a 
total cost of $90,000. The architects are Ballinger & Co. 


ILLINOIS 

Bushnell.—A campaign for a new home for the Bushnell Hospital is under 
way. The proposed plans were developed by Pond, Pond, Martin & Lloyd. 

Chicago.—The cornerstone of the New Bethany Hospital, located at Trum- 
bull Avenue and Van Buren Street, was laid on November 3. It will have facili- 
ties for the care of one hundred patients. For many years it has been operating 
on Chicago’s west side and has established a reputation for the care of the sick 
of its community. The hospital is being erected by the Church of the 
Brethren, which has a college and a welfare center immediately across the 
street. Mr. Omer B. Maphis is superintendent of the new institution. 

Construction on the new St. Elizabeth Hospital, conducted by the Sister- 
hood of the Poor Handmaids of Jesus Christ, has been started and will in- 
crease the capacity of the institution to 160 beds. An unusually complete 
out-patient department is contemplated. A roof garden for convalescents has 
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a small kitchen attached so that refreshments and lunches may be served. A 
heliotherapy deck is roofed with special glass and provides ample space for all 
patients requiring heliotherapy. Herman J. Gaul & Son prepared the plans. 

Decatur.—The new infirmary addition to the County Farm Home was com- 
pleted about December 15. It is the intention to relieve the local hospitals 
of the care of county patients by this addition. 

Elgin.—Contracts for the construction of twenty-five fire-proof buildings 
at the State Hospital for the Insane at Dunning, Lincoln, and Elgin were 
awarded to the J. B. French Company, contractors. These are to cost ap- 
proximately $2,500,000. Charles Herrick Hammond, state architect, states 
that they will be so built as to form a standard for such buildings in the future. 
The buildings are especially constructed for the care and treatment of insane 
patients. 

Evanston.—Construction on the new $700,000 nurses’ home of the Evan- 
ston Hospital has progressed far enough to indicate that the new home will 
be ready for occupancy early in the spring. It will provide 208 single bed- 
rooms, an auditorium seating five hundred, special rooms for students, class and 
lecture rooms, and laboratories. Miss Ada Belle McCleery is superintendent 
of the hospital. 

St. Francis Hospital opened a wing housing 130 additional patients, and 
providing space for the physical therapy department and pediatric section, 
on January 1. A large sun porch play room is one of the unusual features of 
the wing. 

Galesburg.—Work is progressing on the new St. Mary’s Hospital addition 
at Galesburg. 

Glen Ellyn.—Plans for a $500,000 hospital campaign for DuPage County 
have been launched. A 100-bed hospital is contemplated. 

Granite City.—Plans for the new home for St. Elizabeth’s Hospital were 
approved last October 5. The architect is Victor Klutho, Jr. The new build- 
ing will accommodate over one hundred beds. The old building will provide 
twenty-five to fifty beds, part of which will be for isolation purposes, the re- 
mainder of the building being converted into laboratories and dormitory. 

Harvey.—The addition to the Ingalls Memorial Hospital has been progress- 
ing rapidly. A number of memorial rooms are being furnished and a larger 
group of students is being received. 

Manteno.—The cornerstone for the new $14,000,000 hospital for the in- 
sane was laid on November 21. Governor Emmerson delivered the address 
of the day. Rodney H. Brandon, director of Public Welfare of the State of 
Illinois, was in charge of the ceremonies. When completed, the Manteno hos- 
pital will be one of the largest institutions in the world for the custodial care 
of patients, and will provide all modern equipment for the care and treatment 
of the insane. 
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Maywood.—The cornerstone of the new administration building at the Ed- 
ward Hines Jr. Memorial Hospital was laid on November 11. Attorney 
General Oscar Carlstrom was the principal speaker. Thirteen other new build- 
ings are being constructed and are at this time 70 per cent complete. The 
erection of a chapel by gifts is anticipated, and thus far $20,000 of the $60,000 
required has been pledged. 

Moline.—Construction on the Lutheran Hospital is progressing rapidly. The 
nurses’ home has been removed to a new foundation and remodeled, and now 
consists of three stories and basement. Horn & Sandberg of Rock Island are 
the architects. 

North Chicago.—Excavating has been started on the site of the proposed 
additions to the new United States Veterans’ Bureau Hospital. The cost will 
exceed $750,000. Veterans’ organizations, especially the national organiza- 
tion of the American Legion, are seeking to influence the federal government, 
to double the size of the institution. It is expected that the North Chicago 
hospital will be one of the largest units in the United States. 

Peoria.—The cornerstone for the new $500,000 addition to St. Francis Hos- 
pital was laid November 10. 

j INDIANA 

Marion.—Construction work on the new unit of the Marion National Sana- 
torium is being completed. Two of the units will be used as living quarters 
for patients, as the various cottages are used at this time. The other will be 
an addition to the general hospital. Two hundred beds will be. added to the 
institution, which at the present time has 1,063 patients under treatment. 


Iowa 
Keokuk.—The new Graham Hospital, costing $140,000, was opened on 
October 3. A feature of the new hospital is an especially constructed film 
storage room. 
KANSAS 
Wichita—A new wing, increasing the private room capacity of the St. 
Francis Hospital by 275, is to be completed by January 1. New operating 
rooms have been planned for the new wing, and the old will be converted 
into private rooms. A roof garden for convalescents is. provided. 


KENTUCKY 
Batesville —A 30-bed hospital building, including offices, is being erected 
for the practice of Drs. F. A. Gray, O. F. T. Johnston, and M. S. Craig. 
Glasgow.—A modern 52-room hospital, designed for the benefit of residents 
in a large territory previously without hospital facilities, was recently com- 
pleted, together with a community infirmary and nurses’ home, at a cost of 
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$300,000. One-third of the cost of building and equipping the hospital was 
contributed by the residents of the community and surrounding territory. 
The remainder was furnished by the Commonwealth Fund of New York, an 
organization interested in contributing toward world welfare. The architects 
were H. C. Pelton and James Rogers. 


LOUISIANA 

Alexandria.—A new $1,400,000 U. S. Veterans’ Bureau Hospital at Camp 
Stafford will be dedicated soon. The bed capacity is 420, and there is a 
professional staff of nineteen. Additional buildings to be erected are a recrea- 
tion center, white and colored separate units, garage, laundry, and a tuberculo- 
sis building. 

Shreveport.—The new Tri-State Hospital, which was erected and equipped 
at a cost of $300,000, was formally opened on November 29. 


MAINE 
Portland.—Work on the new addition to the Maine General Hospital, of 
which Dr. W. P. Morrill is superintendent, is progressing steadily and it is 
expected that it will be completed this spring. Plans were prepared by Coo- 
lidge, Shepley, Bulfinch & Abbott of Boston. 


MARYLAND 


Baltimore.—General contract has been awarded by the Johns Hopkins Hos- 
pital, Dr. Winford H. Smith, superintendent, to the Consolidated Engineering 
Company, Inc., Baltimore, for the erection of a $1,500,000 medical and surgical 
clinic, of seven stories and basement. The structure will be of brick and steel 
and will provide space for 350 beds. Plans were prepared in the office of 
Joseph Evans Sperry, local architect. 


MINNESOTA 
Duluth.—A contract for a new main building at the Riverview Tuberculo- 
sis Sanatorium, costing $150,000, has been let to the Jensen & Campbell Com- 
pany, of Superior, Wisconsin. Sixty-two patients will be accommodated. 
St. Paul—The Bethesda Lutheran Hospital will start the erection of a 
$500,000 building early in the spring. Plans have been drawn by Ellerbe & 
Company. The Rev. L. B. Benson is superintendent of the hospital. 


MIsSIsSIPPI 
Hattiesburg.—Forty-five additional examination rooms will be added to the 
clinical department of the South Mississippi Infirmary when the annex is 
completed, according to Dr. W. W. Crawford, head of the Infirmary. 
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MIssourRI 

Humansville—The George Dimmitt Memorial Hospital, erected at a cost 
of $100,000, and the Humansville Community Building, costing $75,000, were 
dedicated on December 14. This hospital, located in the heart of the Ozark 
Mountains, will afford hospital facilities for a wide extent of country. 

Jefferson City—The Missouri State Survey Commission at a recent meet- 
ing in St. Louis tentatively approved a $15,000,000 program for new addi- 
tions and rehabilitations at state hospitals and eleemosynary institutions. In- 
cluded in the program is a psychopathic hospital to be constructed at a cost of 
$1,400,000 and two new hospitals for the treatment of mental cases projected 
at a cost of $7,500,000. Expenditures proposed for existing institutions are 
$654,000 at Hospital No. 1, Fulton; $1,261,000 at No. 2, St. Joseph; 
$1,444,000 at No. 3, Nevada; $1,952,000 at No. 4, Farmington; and $840,000 
at the St. Joseph Municipal Hospital for Insane, which it is intended that the 
state take over. Claude B. Ricketts, St. Louis, is chairman of the division in 
charge of survey and recommendations for state hospitals. 

St. Joseph._—The Noyes Baptist Hospital was formally opened to the public 
November 4. The Baptist Hospital Commission has recently taken over this 
institution and in the future it will be operated under Baptist control. The 
building has a capacity of one hundred beds and will be a general hospital. 
Mr. W. D. Barker, who for the last four years has been assistant superintendent 
of the Southern Baptist Hospital of New Orleans, has been selected as super- 
intendent of the new institution. 


NEW JERSEY 
Brown Mills——A new building, accommodating 150 adults and fifty chil- 
dren, is being added to Deborah Sanatorium, a non-sectarian free tuberculo- 
sis hospital. Maintenance is entirely by voluntary contribution. 


New YorkK 

Brooklyn.—The contract for the construction of the $400,000 Nurses’ Home 
for St. Catherine’s Hospital has been awarded. 

The Board of Estimate has placed in its budget for 1930 an item of 
$2,000,000 for the erection of a new tuberculosis hospital in Brooklyn in 
connection with the new Kings County Hospital now under construction. The 
plans will be drawn by Sullivan W. Jones and John E. Kleist, architects. 

Deer field—Broadacres, Oneida County’s new sanatorium for the treatment 
of tuberculosis, was opened for public inspection October 14. Newspaper men 
made a general inspection with the superintendent, Dr. William C. Jensen, and 
Board of Managers. The members of the Oneida County Medical Society 
will inspect the sanatorium in the near future. 
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Flushing.—A new 400-bed hospital at Central Parkway and 164th Street, 
Flushing-Hillcrest, is to be built in 1930. This building program is due to 
the growing population in the borough of Queens. 

Geneva.—lIt is expected that the new $500,000 home of the Geneva General 
Hospital will be completed by the spring of 1930. 

Jamaica, L.I.—Bishop Molloy, on Sunday afternoon, December 8, dedicated 
the new Mary Immaculate Hospital. The hospital held its informal opening 
in June of last year and many hospital executives from all over the country 
and Canada have visited the institution to learn of the new ideas embodied 
in its construction. Built and equipped at a cost of $2,500,000, the new estab- 
lishment accommodates 310 patients. Mr. Thomas F. Daly, chairman of the 
building committee, formally presented the building to Bishop Molloy, who 
dedicated it to the service of humanity irrespective of race or creed. 

New York City.—The campaign to raise $2,000,000 for a 300-bed, fifteen- 
story annex to Flower Hospital has been started. A twenty-year development 
plan is advocated by Charles D. Halsey, president of the Board of Trustees. 

The Mount Sinai Hospital has filed plans for the construction of a nine- 
story building at a cost of about $750,000. 

A site of 250 acres has been purchased near Highland Mills by the Jewish 
Consumptives Relief Society of Denver and permission to build a million dol- 
lar sanatorium has been granted by the state. The new sanatorium will care 
for 140 adults and forty children, and will be modeled after the well known 
parent institution at Denver. ; 

Trustees of the New York Infirmary for Women and Children, the first 
hospital in the United States devoted specially to the care of women and chil- 
dren, announce that the old quarters will be replaced by a modern twenty- 
one story and tower hospital to cost $3,000,000. Bottomley, Wagner & White 
are the architects. The proposed hospital will contain 430 beds and will face 
Stuyvesant Square at the site of Livingston Place and East 15th Street. A 
large out-patient department will be maintained. 

The New York State Psychiatric Institute and Hospital, a unit of the new 
Medical Center in New York City, was formally dedicated on December 3. 
This institute is the first experiment in the combining of state and private 
philanthropies for the treatment of mental and nervous diseases and for 
extensive research. The building is twenty-two stories in height and was 
erected at a cost of $2,000,000. 

Staten Island—The new Richmond Memorial Hospital just completed at 
Princes Bay was formally dedicated Sunday afternoon, December 15. The 
exercises were in charge of Mr. William O. Van Velson, chairman of the Dedi- 
cation Committee. 

Utica.—The Faxton Hospital will erect a new maternity unit and nurses’ 
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A New 
Minot Rotary 


Microtome 
( Simplified Model ) 


N improved Minot Rotary Micro- 
tome is offered by the Bausch & 
Lomb Optical Company. Upon the sug- 
gestion of Dr. Howard T. Karsner of the School of Medicine, Weste: 
the best features of the standard Rotary Microtome, as sponsor?d b 
S. Minot of Harvard University and the best features of this type ¢ 
made by the International Instrument Company have been conpbini 
tome of unusual features. 





1. The Universal Ball and Socket specimen clamp with or 
only for prime rigidity. 


2. The vertical and horizontal bearings are fitted with hig 
steel inserts, contacted by screws conveniently placed to 
means for taking up wear and tear when necessary. 


3. A cog wheel of steel feeds two microns at a time. 
4. The base is very heavy to give great stability in use. 


Write to our Rochester office 
for complete information 
on this improved microtome. 


& Lomb 











Bausch 
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For the 
Hospital 


There is a complete line of 
monocular and_ binocular 
microscopes. The Hydro- 
gen-Ion Colorimeter is of 
particular value. The 
Bausch & Lomb Haemacy- 
tometers, for accurate cor- 
puscle counts, are built to 
conform with the exacting 
specifications of the United 
States Bureau of Standards. 
Centrifuges for analyses of 


ne, Western Reserve University, the blood, urine, sputum, 
onsor?d by the late Dr. Charles water, human milk are 


his type of microtome formerly 





popular because of their 
compactness and durability. 
Write for information on 
any of the above products 
in which you are interested. 


n conibined to form one micro- 





mp with one screw 


d with high grade 
placed to provide 





ry. 
time. General Offices and Factory 

: 590 St. Paul St. Rochester, N. Y. 
in use. 


Branch Offices 
New York, Boston, Chicago, 
San Francisco, Los Angeles, London, 
Frankfurt a/M 


nb Optical Co. 
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home. Bagg & Newkirk are the architects and Charles F. Neergaard is the 
consultant retained by the Board of Trustees to aid in preparing the plans. 
The new maternity unit is not expected to increase the number of maternity 
beds within the city, but to cover more completely the service required by the 
city in the care of the mother and child. An out-patient service for prenatal 
service and after-care and an isolation department are special features which 
are expected to have a direct bearing on the infant and maternal mortality rate. 
The cost of the project, including the nurses’ home and altering the two service 
departments, is $650,000. 

Construction of sixteen new buildings on the State Hospital property at 
Marcy, involving contracts of $3,500,000, is progressing rapidly. The three 
groups are to be completed by January 1, and the other groups, to house 
employees, will be finished in early spring. 

W averly.—The new Tioga County General Hospital is now being construc- 
ted, with Harry Duckworth, of Scranton, as architect. 

White Plains —Expressive of thirty years of progress in the treatment of 
tuberculosis is the newly completed Montefiore Hospital County Sanatorium, 
opened September 23. The new hospital, one of twelve medical agencies main- 
tained by the federation for the support of Jewish philanthropic societies, 
represents an investment of $2,000,000. Four buildings supplant the old 
structures, which had stood on the site for thirty years. The new buildings 
have been completed by units, so that patients have been moved out of the 
old quarters, which have been demolished as the work progressed. All are 
connected by tunnel or ground level corridors. All buildings face the south. 
There are a total of 220 patients, with 110 employees. One hundred and sixty- 
two beds are for those completely bedridden. Special features are ample rest 
rooms, open terraces, promenades, porches, and recreation quarters. 


NortTH CAROLINA 


Mooresville—A contract for the Lowrance forty-bed fireproof hospital, 
costing $100,000, has been signed, and calls for completion by April 30, 1930. 
A provision is made for an additional fifty beds. Clinic facilities are pro- 
vided, and laboratories are complete. The hospital management receives aid 
from the Duke Foundation. 

Pinehurst —The new Moore County Hospital was completed and ready for 
occupancy the early part of December. 


NortuH DAKoTA 


Williston—The Good Samaritan Hospital, completed at a cost of over 
$90,000, is ready for occupancy. 
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More than that many times during 1929 did the 
hospitals of the country select American Steril- 
izers—a large vote considering the limitations 
of the hospital field. 


Almost always, when thorough investigation 
takes the place of price buying, “American” is 
the ultimate selection. 
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Just a Kew of the Many ~~ 


Children’s Hospital 
Cincinnati, Ohio 


Ohio Valley General Hospital 
Wheeling, W. Va. 
Northwestern Hospital 
Seattle, Washington 


Sewickley Valley Hospital 
Sewickley, Pa. 


Mercy Hospital 
Canton, Ohio 


Lakeside Hospital 
Cleveland, Ohio 
Bobs Roberts Memorial Hospital 
Chicago, Ill. 
Passavant Hospital 
Chicago, Ill. 


St. Joseph’s Hospital 
Milwaukee, Wis. 


St. Mary’s Hospital 
Port Arthur, Texas 


Pennsylvania Psychopathic Hosp. 


Philadelphia, Pa. 


York Hospital 
York, Pa. 


Methodist Episcopal Hospital 
Philadelphia, Pa. 


Toronto General Hospital 
Toronto, Ont. 


Hospital de la Misericorde 
Quebec, Quebec 


Victoria Hospital 
Prince Albert, Sask. 


Yarmouth Hospital 
Yarmouth, N. S. 


Mount Zion Hospital 
San Francisco, Calif. 


Memphis General Hospital 
Memphis, Tenn. 
Bronx General Hospital 
Brooklyn. N. Y. 


St. Michael’s Hospital 
Newark, N. J. 


St. Peter’s Hospital 
Albany, N. Y. 


Orange Memorial Hospital 
Orange, N. J. 


Denver General Hospital 
Denver, Colorado 


Millard Fillmore Hospital 
Buffalo, N. Y. 


Detroit Receiving Hospital 
Detroit, Michigan 


Youngstown Hospital 
Youngstown, Ohio 


Ball Memorial Hospital 
Muncie, Indiana 


St. Anthony’s Hospital 
St. Louis, Mo. 


St. Joseph’s Hospital 
Kansas City. Mo. 


Walter Reed Hospital 
Washington, D. C. 


Cambridge Hospital 
Cambridge, Mass. 


St. Joseph’s Hospital 
Orange, Calif. 


Cedars of Lebanon Hospital 
Los Angeles, Calif. 


Santa Barbara Cottage Hospital 


Santa Barbara, Calif. 


AMERICAN STERILIZER COMPANY 


Erie, Pennsylvania 
Eastern Sales Office: 200 Fifth Avenue, New York City 


Canadian Agents: 


Ingram & Bell, Ltd., Toronto, Montreal, 


Calgary and Winnipeg 


Radiography Made Safe 


with the Victor Shock-Proof X-Ray Unit 











Angular Radiography 
A crank and worm-gear arrangement 
facilitates tilting oe table from either 
end. 














Angular Fluoroscopy 
Tube head lowered and swung under 
table, also revolved on its axis to 
direct the rays upward. Note how con- 
veniently the fluoroscopic screen is 
brought into position. 











Horizontal Fluoroscopy from 
nder the Table 
Observe the extension arm attached 
for operating the shutters and man- 
ipulating the tube head. The fluor- 
oscopic screen and tube head move in 
unison, 


Other Features 


100% electrically safe. Compact. 
Silent operation. Self-contained. 
Greater Flexibility. 

Increased diagnostic range. 
Eliminates overhead system. 
Longer tube life. 


Same tube used overand under table. 


Not affected by altitude or humidity. 





Sts Oil Smmersed 


BEd! said it couldn’t be done. 
To eliminate all danger of shock 
from X-ray apparatus does seem 
impossible. Yet Victor engineers 
have succeeded. 


The secret of the Victor Shock- 
Proof X-Ray Unit, as you will see 
from study of the illustration, lies 
in the tube head. Both X-ray tube 
and high tension transformer, im- 
mersed in oil, are sealed inside this 
container. Completely insulated, 
the high tension current that has 
made X-ray apparatus dangerous, 
is kept where no one can come in 
touch with it. 


Handle any part of this Victor 
Unit while in operation. There is 
no possibility of shock. Scientific 
publications the world over are 
proclaiming this one of the most 
remarkable achievements of recent 
years. Truly this unit represents, 
as they say, the most important 
development in roentgenology 
since the Coolidge tube itself. 


May we send you a folder illus- 
trating and describing this remark- 
able unit? 


a 


Close-up of tube head of Victor Shock-Proof 

X-Ray Unit in which both the X-ray tube and 

high tension transformer are mounted in oil, 

completely insulated and sealed, thus confin- 
ing all high voltages within this head. 











Fluoroscopy Crosswise the Table 


Offers new possibilities in routine X-ray 
diagnosis. The tube head may also be 
adjusted angularly for this purpose. 
Thus the tube is adjusted to the lara 
rather than the patient to the tu 








Vertical Fluoroscopy 
The tube head is behind the vertical 
fluoroscope. Note how the fluoroscopic 
Screen swings into its natural position. 
The tube head and screen move in 
unison. 














Vertical Radiography 
A cassette tunnel is mounted on the back 
of the vertical fluoroscope. A vertical 
stereo shift (motor operated) is provided 


on the tube head carriage. 
Other Features 
Introduces a new principle of control. 
Consistent results. 
Complete diagnostic service. 
Unit construction permits variation 
according to specialty. 
Minimizes danger around ether, as 
when setting fractures, etc. 
Few retakes—longer tube life. 


VICTOR X-RAY CORPORATION 


Manufacturers of the Coolidge Tube ¢ 
and complete line of X-Ray Apparatus Qi il 


Cit Phogice! Therapy A 


Electro- 
FD cardiographs, and eer pasteles 


2012 Jackson Boulevard Branches in ‘all Principal Cites Chicago, Illinois, U.S.A. 





A GENERAL ELECTRIC ORGANIZATION 
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OHIO 

Cincinnati.—Plans for the building program of the Jewish Hospital, which 
will include a new nurses’ home, are being drawn by A. Lincoln Fechheimer, 
Cincinnati. Dr. A. C. Bachmeyer, superintendent of the Cincinnati General 
Hospital, has been retained as advisor. Features of the new nurses’ home 
are an excellent gymnasium, tea room, floor laundry, school room, and infirm- 
ary. Each floor is provided with separate laundry, kitchen, and living rooms 
for the students. There will be 160 rooms and sixteen double rooms for stu- 
dents. Part of the roof of the structure will be enclosed. A sun parlor will 
have its own kitchen accommodations. Another portion of the roof will be 
set aside for open-air treatment. In the gymnasium there will be a stage with 
dressing rooms, footlights, and all the appurtenances for the presentation of 
plays and concerts. 

Contracts for the new east wing hospital addition of the Tuberculosis Hos- 
pitals have been awarded. The total contracts let amount to $418,407.60. 

Lima.— Erection of a new city hospital is to be started at an early date, at 
a cost of $600,000. 

Toledo.—Lucas County will begin the construction of a new $950,000 hos- 
pital immediately. Plans by Stophlet and Stophlet, of Toledo, have been ac- 
cepted. 

Wauseon.—The De Etta Harrison Detwiler Hospital, completed at a cost 
of $300,000, will be ready for occupancy at an early date. 


OKLAHOMA 

Beaver.—The new municipal hospital in this city has been completed and 
was opened for the public on the first of December. 

Mangum.—The new $150,000 Border-McGregor Hospital and Clinic was 
dedicated Tuesday, November 26. The entire city joined in the dedication 
program. 

PENNSYLVANIA 

Allentown.—The Sacred Heart Hospital is entering an extensive building 
program which will entail the expenditure of $250,000. Funds to complete 
the program are to be raised by the Association of Business and Professional 
Men. 

Easton.—The Board of Trustees of the Easton Hospital has awarded the 
general contract of the new hospital building, to contain 134 beds, nurses’ 
home, and power plant, at a cost of $363,520. 

Lancaster —Dedicatory services for the new maternity wing of Lancaster 
General Hospital, erected at a cost of $265,000, were held October 5. 

Philadelphia.—Ground for the new $1,500,000 medical school of Temple 
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SPRING AIR 


Every User is indebted to the hundreds 


of Hospitals 
who tested it 


OU who direct and operate America’s splendid 

hospitals are, to our mind, the most competent and 
authoritative critics of bed equipment. We can think 
of no sterner test than to have a bedding innovation 
run the gauntlet of your critical scrutiny under actual 
hospital use. 


Never can the world know how gratified we were with 
the welcome you gave SPRING-AIR. With open minds 
you enthused over its new principle of spring construc- 
tion. In it you saw advantages that no other could of- 
fer—and you were kind enough to tell us how greatly 
you appreciated the sanitation, flexibility, economy, ease 
of handling, and phenomenal comfort of SPRING-AIR. 





And now with hundreds of renowned hospitals recom- 
mending SPRING-AIR—and with the Master Bedding 
Makers of America associated in its manufacture—this 
real achievement in modern bed equipment is rapidly 
attaining leadership. Thanks to your co-operation, 
SPRING-AIR is meeting the success you predicted for 
it. 





Write to any of the Master Bedding Makers listed in 
this advertisement for details of the budget and change- 
over plan which makes it even more economical and 
desirable to equip all hospital beds now with SPRING- 
AIR. 





Secretarial Offices: 
Charles Karr Company, Holland, Michigan 


MASTER BEDDING MAKERS OF AMERICA 


A selected group of quality bedding manufacturers associated in 
the exclusive production of Karr-patented SPRING-AIR Mattresses 





Acme Spring Bed & Mattress Co., 
Fort Smith, Ark. 

Columbia Feather Co., Chicago, 
Il. 


Charles P. Rogers Co., New York 
City. 


Charles P. Rogers Co., Philadel- 
phia. 

Dayson Bedding Co., Bangor and 
Portland, Me. 

~~ Mattress Co., Richmond, 

a. 

Grand Rapids Bedding Co., 
Grand Rapids, ‘Mich. 

Hard Mfg. Co., Buffalo, N.Y. 

Holman & Co., Ine., Boston, 
Mass. 

C. O. Hasselbarth, Inc., Albany, 
eee 

J. C. Hirschman Co., Indian- 
apolis, 

Kindel Bedding & Furniture Co., 
Denver, Colo. 

Lears & Sons, Baltimore, Md. 

Louisville Bedding Co., Louisville, 
Ky. 


National Mattress Co., Detroit, 
Mich. 

Quality Mattress Co., Rochester, 
1 2 


Salisbury & Satterlee Co., Minne- 
apolis, Minn. 

Scranton Bedding Co., serfnton, 
Pa 


Sigmon Furniture Mfg. Co., Ok- 
lahoma City, Okla. 

Springfield Mattress Co., Spring- 
field, Ill. 

U.S. Spring Bed Co., Springfield, 
Mass. 

Usatex Manufacturing Co., Hous- 
ton, Texas 

Canada 

Canadian Feathers & Mattress, 
Limited, Toronto, Ont. 

Canadian Feather & Mattress, 
Limited, Ottawa, Ont. 

Progress Spring Bed Co., Limited, 
Montreal, Que. 


‘AAA ——" 
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University was broken on October 14 by Dr. Charles E. Beury, president ot 
the university. Plans for the new building call for a seven-story structure 
in Georgian architecture corresponding in general design to that of the Samari- 
tan Hospital. Mr. W. H. Lee is the architect. 

The Frankford Hospital plans to erect a new building on the present site, 
Frankford Avenue and Wakeling Street, at a cost of $1,500,000. The record 
growth of the section, due to better transportation facilities, has taxed the 
present capacity and caused the need of enlarged capacity. 

St. Agnes’ Hospital will construct a new maternity building of five stories, 
of fire-proof construction throughout. Foundations of the first unit of the 
hospital were laid in 1879 and the institution has been conducted by the 
Sisters of St. Francis, of which Rev. Mother Kilian is general superior. 

Ground was broken October 8 for the $350,000 wing of the Chester County 
Hospital. 

A six-story college and hospital building will be erected at a cost of $875,000 
for the Woman’s Medical College of Pennsylvania. Plans were prepared by 
Ritter and Shay. 

Pittsburgh.—Pittsburgh Hospital is to build a $300,000 nurses’ home and 
training school, according to the announcement of James F. Keenan, president 
of the Board of Directors. 

Sewickley.—The new Valley Hospital, of which Miss W. Maud Newman 
is superintendent, formally opened an $850,000 building on November 23. 
The new hospital is one of the most complete in western Pennsylvania. 


RHODE ISLAND 


Providence——A 110-bed addition to St. Joseph’s Hospital, at a cost of 
$800,000, is being erected, with Ambrose J. Murphy as architect. There will 
also be an addition to the nurses’ home. Features of interest are the clinic, 
pharmacy, roentgen-ray department, private offices for physicians and staff, 
all housed on the first floor; sound elimination system; and rubber flooring. 


SouTH CAROLINA 


Sumter.—The contract for the $100,000 Tuomey Hospital (Mr. I. C. Strauss, 
president of board) has been let and construction will start immediately. The 
building will be reinforced concrete and brick, four stories in height. Wilson 
and Tatum of Columbia, South Carolina, are the architects. 


TENNESSEE 


Brownsville—The home for the Brownsville Hospital, at an approximate 
cost of $60,000, has been started. 


T 16¢ J 











NN 
S 
GAP OR BABY SOAP AS THESE > 


MANUFACTURED AND SOLD ONLY BY 
THE HOSPITAL DEPARTMENT 


THE HUNTINGTON 
LABORATORIES INC. 


HUNTINGTON-~INDIANA 
[ 161] 











AMERICAN HOSPITAL ASSOCIATION 
ae ne 





TEXAS 


Beaver—The new municipal hospital, erected and equipped at a cost of 
$50,000, was opened for inspection December 8. It is expected to be ready 
for occupancy by the first of the year. 

Slaton.—Mercy Hospital, which has just been completed at a cost of 
$200,000, was formally opened November 27. Ceremonies were in charge 
of the Rt. Reverend Robert M. Nolan. The hospital is owned and operated 
by the Sisters of Mercy. 


VIRGINIA 


Charlottesville—The new Martha Jefferson Hospital, made possible by an 
anonymous donation of $100,000 in the fall of 1928, has been completed and 
the patients were moved from the old hospital to the new building on Decem- 
ber 1. The architects were Johnson & Brannan, of Lynchburg. 


WASHINGTON 


Seattle -—Seattle General Hospital will erect a new $1,500,000 hospital of 
three hundred beds. Dr. Frank C. English, of Cincinnati, executive secre- 
tary of the American Protestant Hospital Association, is in charge of the cam- 
paign. 

WEST VIRGINIA 


Beckley.—A new four- and five-story fireproof hospital is being constructed 
at Beckley at a cost of $300,000. When completed it will have facilities for 
one hundred patients. 

W eston.—A new unit is to be constructed at Weston State Hospital at a cost 
of $250,000. 

WISCONSIN 


Juneau.—A new isolation unit has recently been constructed at the County 
Asylum. Elmer A. Roeseler is chairman of the building committee. 

Kenosha.—Kenosha County will start the erection of a $150,000 children’s 
unit at the Willowbrook Sanatorium within the next few months. 

Milwaukee.—The foundation for the new Johnston Emergency Hospital and 
south side health center, a $300,000 building, is nearing completion. 

Record progress is being made in the construction of the new St. Joseph’s 
Hospital. Auxiliary buildings are the chapel, nurses’ home, convent, and ser- 
vice buildings. 

Westport—Dane County is erecting a new five-story tuberculosis sana- 
torium. Law, Law, and Potter, of Madison, are the architects. 
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Patient Types .. . 
The Business Man 


The busy business man, who gives least care to his most 
valuable asset — his health. 


Doing everything at high tension, he wants you to cure his 
disorders on a factory production basis. 


Strong talk and definite instructions are necessary to make 
him realize the importance to his health of bowel education. 


In addition to the regulation of habits of diet and exercise, 
the use of Petrolagar will materially shorten the period of 
bowel re-education. 


Petrolagar is composed of 65% (by volume) mineral oil 
with the indigestible emulsifying agent, agar-agar. 


Petrolagar 


Petrolagar Laboratories, Inc., 
ke Shore Drive, 
Chicago, Ill. Dept. A. H.1 

Gentlemen: — Send me — of the 
mew brochure “HABIT TIME” (of 
bowel movement) and specimens of 
Petrolagar. 


Write for information 
about the new Hosps- 
tal pcan Unat for 
hospital dispensing only 
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ARKANSAS 

Booneville —In a radio address recently broadcast to the people of Arkan- 
sas, Governor Parnell called attention to the crowded conditions at Booneville 
Sanatorium. It is proposed to take returns from the income tax to enlarge 
the capacity. 

McGehee.—Plans are being drawn for a twenty-five room hospital, which is 
to be operated by the Order of Benedictine Sisters of St. Scholasticas Convent, 
Fort Smith. 

FLORIDA 

Jacksonville—The Ballinger Company, architects, have completed plans for 
a $300,000 hospital building. It is to be of reinforced concrete construction, 
with brick and tile walls. 

GEORGIA 

Milledgeville—A new state hospital building at the Georgia Sanitarium, 
with a capacity of 240 patients, has been turned over for service to Dr. R. C. 
Swint, superintendent, for a psychopathic ward. 


ILLINOIS 

Decatur.—St. Mary’s Hospital has added thirty-six beds, bringing the total 
capacity of the institution to 165 beds. 

La Grange.—Revised plans for the Western Community Hospital call for 
a 75-bed institution costing $380,000, in place of the $600,000 structure 
originally planned. 

Iowa 

Fort Dodge.—The Fort Dodge Lutheran Hospital was open for inspection 
September 22. Equipment has been ordered and it is expected that the 
hospital will open for patients within the next few days. 

Keokuk.—Graham and St. Joseph Hospitals have adopted a plan sponsored 
by the Julius Rosenwald Fund of Chicago for financing illness of the small- 
salaried family. A certain number of rooms are set apart for patients who 
are unable to pay the regular rates. Fifty per cent of the deficiency will 
be paid by the Rosenwald Foundation. 
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NO 
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NO 
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must be maximum intensity of light” 
SO ... the Scialytic Operating Light is chosen 





Light—innumerable lens-directed-light rays intensified, reflected 
and focused by 38 polished mirrors onto the true operating 
field. 


The rays penetrate the deepest and most obscure recesses. 
Maximum intensity of light—where you want it. 

Only a Scialytic has the “light-ray-directing” Lens. 

Other lights fade in comparison. 

57 Nations use Scialytic Lights in their leading hospitals. 


Also the Type H Emergency Light and Type F Portable Light 
for minor operations and spotlight work. 


Ask for our Booklet No. 13 explaining the <— 
pie 


Scialytic operation and principle. oe 


CORPORATION ‘a AMERICA 
ATLANTIC BLDG - PHILADELPHIA 
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MARYLAND 

Catonsville.—A 400-bed stone ward building with steel sash, slate roof, con- 
crete floors, and reinforced walls, utilizing cubicles, will be used to house sub- 
acute patients at Spring Grove State Hospital for the Insane. Space will 
be provided for offices of the hospital medical staff, an occupational therapy 
department and clinical offices. Dr. Robert E. Garrett is the superintendent. 

Chestertown.—Kent County Hospital has chosen for its site a location 
near Washington College campus. 


MICHIGAN 

Detroit —The formal dedication of the Florence Crittenton Hospital oc- 
curred November 6. Miss M. Louise Hood, superintendent, gave a brief talk 
on the work of the institution. 

Ann Arbor.—Washtenaw County, York Township, has been selected by the 
State Hospital Commission as the location for the new $7,500,000 hospital 
for the insane. The site selected covers 12,000 acres of land near Ann Arbor 
and the University of Michigan medical school. 

Port Huron.—A new $500,000 hospital is proposed for the citizens of Port 
Huron. The Mueller Brass Company has agreed to give $32,000 and the 
Mueller Aid Society $18,000, provided the remainder of the sum required is 
obtained within the next three years. 

Saginaw.—A new contagious disease hospital has been approved by the 
Board of Supervisors for Saginaw. 


MINNESOTA 

Fairmount.—The Fairmount Hospital and Clinic plans the erection of an 
addition doubling the capacity of the institution and costing about $75,000. 

Minneapolis.—A convalescent home at the Shriners’ Hospital for Crippled 
Children is planned by the Twin City unit of the Shrine, which includes the 
entire Northwest. A fund of $300,000 is being raised for this project. 

An endowment fund of $50,000, sponsored by the Women’s Auxiliary, has 
been raised for the Abbott Hospital. Free care to needy children will thus 
be assured. Other activities of the auxiliary are the making of children’s 
clothing, dresser covers, cookies, and jelly. 

New Ulm.—Waseca County commissioners are asking the establishment of 
a tuberculosis sanatorium to care for the needs of six counties, centrally lo- 
cated. A desire to lower the cost to sanatorium patients from these counties 
is the reason for this movement. 


MIssIsSIPPI 
Carthage-——The Pearl River Lumber Company will erect a hospital for 
company employees, and will receive others as required, according to a state- 
ment made by Dr. A. J. Fortenberry, physician for the company. 
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The Hanflig 
ORTHOPAEDIC BED 





This Bed is designed to take care of any 
orthopaedic problem that may present itself 
in the bed care of orthopaedic patients. 


Circular will be sent upon request 


FRANK A. HALL & SONS 


120 Baxter St. 
NEW YORK CITY 
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Missouri 

Clarksville——Bids for a new million dollar addition to the United States 
Veterans’ Hospital have been received. 

Excelsior Springs—Bids have been received on the construction of build- 
ings and utilities for the United States Veterans’ Hospital, including roads, 
walks, drainage, and wrecking. The cost of the project is about $900,000. 

Springfield—The Frisco General Hospital, condemned in 1928, is being 
razed. Plans for a new structure costing $300,000 have been drawn. 


MONTANA 

Hamilton.—In honor of the founder of the town of Hamilton, Marcus Daly, 
a famous pioneer of the Northwest, his family will erect a memorial hospital 
in the near future. 

Havre.—The Franciscan Sisters of the Sacred Heart Hospital are con- 
templating a modern fireproof building with a 75-bed capacity, to cost 
$150,000. 

NEBRASKA 


Fullerton —The Fullerton Hospital was formally dedicated on December 8. 


NEw JERSEY 


Montclair —A $1,000,000 wing and increased bed capacity will be added 
to Mountainside Hospital in the near future. 


NEw York 

Brooklyn.—The Swedish Hospital has remodeled a former building for the 
use of meetings of the staff, directors, and other hospital groups. Grow, Lewis 
and Wick, architects, are drawing plans for a new Swedish Hospital which 
will begin in the spring of 1930. Stress is laid on moderate-priced rooms. 

The Jewish Hospital of Brooklyn, one of the United Hospital Fund group 
of institutions, in their annual report show a greater quantity and better 
quality of work performed. Already the new hospita! erected in December, 
1928, with 650 beds, is crowded and further enlargement seems necessary. 
Outstanding needs are an out-patient department and pediatric building. 

A home for the nurses of St. Catherine’s Hospital, costing $350,000, is 
planned. It will be seven stories high, with rooms for 125 nurses, laboratories, 
an auditorium, a gymnasium, and a library. Sister Imelda is superintendent 
and Sister Idelphonse is head of the training school. 

Newburgh.—The new $80,000 infirmary of the City and Town Home has 
been opened for the use of patients. 
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New York City——Knickerbocker Hospital will build a new dispensary for 
the main structure at 70 Convent Avenue. 

Midtown Hospital, a new six-story building at 315 East 49th Street, has been 
formally opened to serve the patient of small means. The building contains 
sixty-one beds, quarters for nurses and for resident physicians, and ample clinic 
space. The hospital will function as a medical unit for a number of business 
organizations which do not have facilities for the care of patients. Hospital 
physicians acting as medical advisers to business houses can recommend treat- 
ment, without the necessity of transfer to other hands. The general nursing 
clinic is especially developed for the care of industrial accident and disease 
cases. Health Commissioner Wynne acted as consultant to the architects, 
Charles Butler and Associates. 

An addition of brick construction, six stories costing $160,000, has been 
planned for Prospect Heights Hospital. 

With 20,000 cases of cancer in New York City, and in some years over 
7,500 deaths, fewer than 850 beds for the study of cancer are available. 
According to government figures and insurance companies, the death rate 
from cancer is rising. A cancer hospital in New York City is to be erected 
next year, and there will be a cancer division in each of twenty-six city hos- 
pitals; the latter will help materially in the study of this disease. 


NorTH CAROLINA 

Hickory.—A new county tuberculosis sanatorium was dedicated November 
1, with the county board of commissioners in attendance. Dr. W. S. Rankin, 
director of the Duke Foundation, was the principal speaker. 

Newton.—Catawba Tuberculosis Hospital was dedicated on October 24. 
Children will be cared for in this institution, as well as county cases. 

Raleigh—A government hospital for 1,500 patients will be erected at Ra- 
leigh. 





Wilmington.—A modern negro hospital may be built, with the aid of grants 
offered by the Duke Foundation and Julius Rosenwald, as an annex to the 
James Walker Memorial Hospital, the Duke Foundation to pay half of the 
cost of the proposed hospital, the Rosenwald Fund one-fourth, and the re- 
maining fourth to be raised by the community in which the hospital is to 
be built. The proposed hospital would cost around $160,000. 


NortH DAKOTA 


Bismarck.—The Deaconess Hospital in Mandan was dedicated September 
30 by Bishop Brown. 
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OHIO 


Ashtabula.—C. V. Martin, architect, has completed the plans for a con- 
tagious disease hospital for that city, to cost $50,000. 

Canton.—The cornerstone of the new wing of Mercy Hospital was laid by 
the Rt. Reverend Joseph Schrembs, D.D., Bishop of the Cleveland diocese, 
September 21. 


Cleveland.—St. Luke’s Hospital, after a complete overhauling, will be re- 
opened as the Polyclinic Hospital. Thirty physicians are in the group con- 
trolling the clinic and hospital. Dr. A. F. Spurling is president. 


Crestline-—The Emergency Hospital reopened October 1, after a period of 
remodeling. New equipment and structural changes increase the capacity 
and efficiency of the institution. 

Mahoning County.—A new tuberculosis hospital will be erected by Mahon- 
ing County in the near future. Medicus and Samuels are the architects. 

Medina.—A hospital department is being added to the Pythian Home. 

Toledo.—The Toledo Hospital opened its new building to the public No- 
vember 1. Outstanding features are roof gardens which give a commanding view 
of the city and will be used by convalescents. Tunnels connect the new build- 
ing with the nurses’ home and the power house. A landscaping scheme has 
been started. 

Troy.—The Stouder Memorial Hospital opened its new $40,000 nurses’ 
home September 26. 

Youngstown.—The North Side unit of the Youngstown Hospital was opened 
for inspection Sunday, September 29. Among the visitors were two hundred 
nurses, doctors, and staff members. 

The Tod Nurses’ Home and the main section of the North Side unit and the 
Bonnell residence of the Youngstown Hospital Association were dedicated Oc- 
tober 3. 


OKLAHOMA 


Claremore.—A new infirmary at the Oklahoma Military Academy will 
be erected at a cost of $35,000. 

Sulphur.—Announcement has been made that the Williamson Hospital has 
changed its name to the Sulphur Sanitarium. An enlargement is contemplated 
in the field of diagnosing and treating chronic diseases of all kinds, and a surgi- 
cal service will be maintained. Drs. W. H. Williamson and O. W. Sprouse 
are continuing in charge. 

Tipton.—Plans for the new Tipton Valley Hospital are being perfected, and 
construction will start early in the spring. 
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View showing Troy laundry machinery in the Long 
Beach Hospital, Long Island, N. Y. 


| Pe BEACH HOSPITAL, at Long Beach, Long 
Island, is a small hospital. It has only forty-two 
beds. Yet there is nothing small about the results it 
obtains from its Troy-equipped laundry. 


Laundering processes are under close control. Quality 
of work is bettered. Service is quick and convenient. 
So much so that the hospital is able to get along with 
a smaller supply of linens. Also, linens and other 
washable articles last longer. 


Whether the laundry you are planning is to serve a 
420 bed hospital, or one of only 42 beds as at Long 
Beach, take advantage of the TROY HOSPITAL AD- 
VISORY SERVICE. Feel free to consult Troy’s 
specialists—and get the benefit of their experience in 
laying out and preparing specifications for laundry 
equipment in institutions of every type and size. No 
charge or obligation. 


TROY LAUNDRY MACHINERY CO., INC. 
Chicago New York City San Francisco Seattle 
Boston Los Angeles 


James Armstrong & Co., Ltd., European Agents: LAUNDRY MACHINERY 


London, Paris, Amsterdam, Oslo 


SINCE 1879 ... THE WORLD’S PIONEER MANUFACTURER OF LAUNDRY MACHINERY 
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PENNSYLVANIA 

Beaver Falls—The Providence Hospital has been deeded a tract of land 
adjoining the Hospital by the Union Drawn Steel Company. A new nurses’ 
home will be constructed on this site. 

Brownsville——The Brownsville General Hospital has dedicated its new Hor- 
ner Memorial Nurses’ Home. 

Mt. Pleasant.—A contract for a brick, three-story nurses’ home at a cost of 
$31,000 has been let by Memorial Hospital. 

Philadelphia.—St. Joseph’s Hospital for the second time in eighty years is 
appealing to the public for financial aid. Due to the lack of state aid and 
the increasing demands upon their charity, an appeal for $300,000 for the 
care of free patients has been launched. 

Cardinal Dougherty sent the opening contribution to the fund for the 
Columbus Italian Hospital, which is planned to look after the health and 
hospital requirements of this particular group. 


SoutH DAKOTA 

Brookings.—The Methodist Episcopal Church opened Wesley Hospital Oc- 
tober 1. The hospital is the former Dakota Deaconess Hospital. Fifty thou- 
sand dollars in improvements and additions will be expended in enlarging the 
institution. 

TENNESSEE 

Memphis.—The Baptist Memorial Hospital has prepared preliminary plans 

for a new addition to its building. 


TEXAS 

Austin—The John Sealy Hospital Association has invited the State Board 
of Control to start the first psychopathic hospital in connection with the in- 
stitution. The John Sealy Hospital offered to operate the hospital for the 
state at a smaller cost than would be possible if it were a separate institution. 
Other locations under consideration are sites at Galveston. 

Tyler.—Plans are being considered for the erection of a county charity 
hospital at a cost of $200,000. 


WEsT VIRGINIA 


Terra Alta.—Conley Hospital, for children, at Hopemont Sanatorium was 
dedicated September 29, with a program and open house for visitors. 


WISCONSIN 


Antigo.—A fifty-bed hospital three stories high, brick with stone trim, will 
be erected for the Langlade County Memorial Hospital. 


[ 174]. 





BARD-PARKER COMPANY, Inc. 
369 Lexington Avenue, New York, N.Y. 





the hospitals efficiently at all times. 


Today from coast to coast you can 
buy Bard-Parker knives and blades 
of unvarying sharpness, in any. quan- 
tities you desire with the assurance of 
the proper price—so that you, the hos- 
pital, may receive the most efficient 
service from our agents throughout 
the country. 


Prices: Bard-Parker Handles Nos. 3 and 4— 
$1.00 each. No. 5—$1.50 each. 


Quantity Discounts: Orders of 1 to 5 gross 
assorted sizes of blades, unit delivery —10%. 
Orders of 5 gross or more assorted sizes of 
blades, unit delivery—15%. 


Qe i 






[175] 














AMERICAN HOSPITAL ASSOCIATION 





es +44 


Crandon.—Senator Robert M. LaFollette, Jr., and Representative George 
J. Schneder will work in the regular session of congress for an Indian hospital 
for Wisconsin Indians. Senator LaFollette hopes to convince congress that 
the federal government should make greater provision for the health and educa- 
tion of the Indians. The hospital would not be limited to any tribe, but 
would be of especial benefit to the Potawatomies. The Menominees have their 
own hospital. 

Superior —Douglas County board of supervisors is requesting the establish- 
ment of a tri-county sanatorium under government administration and support 
for the care of Indians. Aid from the U. S. Public Health Service is requested 
on the ground that pioneer residents cannot give the relief required. 


Serenity is no sign of security. 


A —Landor 
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like hundreds of others 
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T Christ Hospital, Cincinnati, the linens are 

washed and ironed beautifully, perfectly, ‘re- 
turned to service promptly. For Christ Hospital has 
an “American” laundry department—right in its 
own building, operated under the direct supervision 
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A Professional “Diagnosis” of your Problem— 


It is probable that an “American” laundry in your 
hospital would enable you to operate with fewer 
linens—and more economically, too. Certainly it 
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specialists in hospital laundry practice. His services 
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Dr. R. M. Ritchey has been appointed medical superintendent of the Men- 
docino State Hospital at Talmage, California. Doctor Ritchey was formerly 
superintendent of the Pacific Colony at Spadra. 

The appointment of Dr. C. E. Sisson to the medical superintendency of 
the Napa State Hospital, Imola, California, was announced on September 26, 
when Doctor Sisson, who had been acting medical superintendent of the Men- 
docino Hospital, was transferred to the Napa State Hospital. 

Miss Cicely Ambler has been appointed superintendent of the Morton F. 
Plant Hospital, Clearwater, Florida, to succeed Miss Hilda E. Hayes, who 
resigned, effective November 30. Miss Hayes has for the past five years 
served as superintendent of the Plant Hospital. Miss Ambler is an experienced 
hospital administrator and a graduate of the Rochester General Hospital. 

Dr. G. S. Edmonson was appointed superintendent of the Kankakee State 
Hospital, Kankakee, Illinois, on October 15. 

Mrs. Addie Little of Decatur has accepted the position of manager of the 
Jarman Memorial Hospital at Tuscola, Illinois. 

Miss Helen Moir, superintendent of the Central of Georgia Hospital, Sa- 
vannah, has resigned to accept the directorship of nurses at the French Hos- 
pital, New York City, where she was formerly employed for eleven years be- 
fore opening the local hospital. Miss Lucile Williams, of the nursing staff, 
has succeeded her as superintendent. 

Mrs. Margaret H. Rose, formerly instructor of nurses at Decatur-Macon 
County Hospital, has been appointed superintendent of Washington County 
Hospital, at Washington, Iowa. 

Mrs. Fannie Burnham, R.N., has been appointed assistant superintendent 
and superintendent of nurses at the Henrietta D. Goodall Hospital, Inc., San- 
ford, Maine. 

After fourteen years of service as superintendent of War Memorial Hos- 
pital and the Spruce Street Hospital, Sault Ste. Marie, Michigan, Fred R. 
Fleming has resigned. 

William Schroeder, Jr., Commissioner of Hospitals, New York City, has 
announced the appointment of Dr. Ira Kaplan as head of the new malignant 
division of the Hospital Department. The work of the division will include 
malignant disease units in each of the city’s twenty-six hospitals and the can- 
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cer unit at Cumberland Street Hospital in Brooklyn. A new cancer hospital 
will be built next year in Manhattan. 

Miss Mary E. Skeoch, R.N., of Sarnia, Ontario, has been appointed superin- 
tendent of St. Luke’s Hospital, Marquette, Michigan, effective November 1. 
Miss Skeoch was formerly superintendent of Jane Case Hospital, Delaware, 
Ohio, and more recently superintendent of nurses at Deaconess Hospital, 
Buffalo. 

Sister M. Constance, for thirty-five years a member of the Order of St. 
Joseph, connected with Borgess Hospital at Kalamazoo, has been placed in 
charge of the new Mercy Hospital which is being erected at Monroe, Michigan. 

Miss Annette Dethmers of Hull, Iowa, has assumed her position as super- 
intendent of Thomas G. Huizenga Memorial Hospital at Zeeland, Michigan. 
For the past ten years she has been superintendent of the City Hospital of Hull. 

Dr. Frederick Kumn, for the past year assistant at the State Sanatorium, 
Walker, Minnesota, was appointed superintendent of Fair Oaks Lodge Sana- 
torium for Tuberculosis at Wadena on October 1. 

Miss Clara Jane Lancaster has been appointed superintendent of the Junior 
Order Home at Tiffin, Ohio. Miss Lancaster is a graduate of the Harper 
Hospital nurses’ training school of Detroit. 

Miss Mary A. Smith, formerly superintendent of the City Hospital at 
Greenville, South Carolina, has been appointed superintendent of the Masonic 
Hospital at McAlester, Oklahoma. 

Miss Valetta A. Kettering has accepted the superintendency of the Fort 
Hamilton Hospital, Hamilton, Ohio. Miss Kettering is a graduate of Western 
Hospital and was formerly superintendent of the Methodist Hospitals at 
Mitchell, South Dakota and Hutchinson, Kansas. 

Major Roger A. Greene, personnel director of the Pennsylvania Depart- 
ment of Welfare, has been appointed superintendent of the Pottsville Hos- 
pital to succeed Cornelius S. Loder, who was temporarily acting as superin- 
tendent of this institution. Major Greene’s appointment was effective De- 
cember 1. For the past four years he has been in charge of the personnel of 
the state hospitals of Pennsylvania and has had charge of the rehabilitation of 
several of these institutions. He is a man of ripe experience and recognized 
administrative ability. 

Mr. E. E. King, for the last five years superintendent and business manager 
of Baylor Hospital at Dallas, Texas, has accepted a position as superintendent 
of the Missouri Baptist Hospital at St. Louis. Mr. King tendered his resigna- 
tion several weeks ago to the management of Baylor Hospital, but was requested 
to remain with the institution until a successor could be obtained. Prior to 
his appointment to the Baylor Hospital, Mr. King was connected with the 
Baptist State Hospital and St. Luke’s Hospital, both located at Little Rock. 
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Dr. Alfred J. Roach, of Tuxbury, Massachusetts, formerly head of tuber- 
culosis sanatoria in the East, has been appointed superintendent of the Pure 
Air Sanatorium, at Washburn, Wisconsin, to fill a vacancy made by the death 
of Dr. J. M. Conroy. Mrs. Conroy will continue as purchasing agent. 


Dr. James P. Sands has been appointed superintendent of the Philadelphia 
Hospital for Mental Diseases at Byberry. Doctor Sands has been for the last 
seven years clinical director of the Friends’ Hospital at Frankford, Pennsyl- 
vania. 


Major Walter L. Simpson has resigned his position as superintendent of the 
Watts Hospital, West Durham, North Carolina. During the period of his 
superintendency of that institution he has contributed a very successful effort 
in maintaining the high standard of hospital operation which has characterized 
Watts Hospital for many years. It is Major Simpson’s intention to re-enter 
the hospital administrative field after a short vacation. 

Mr. E. S. Bain has accepted the position of director of the Chester County 
Hospital, West Chester, Pennsylvania, succeeding Mr. Olin L. Evans, whose 
resignation was effective November 1. 

Mrs. Amy F. MacLaren, formerly superintendent of nurses at Concord 
State Hospital, Concord, New Hampshire, has accepted the superintendency 
of the Nanticoke State Hospital at Nanticoke, Pennsylvania. 

Miss Catherine P. Potaka, R.N., has been appointed superintendent of 
Newark Memorial Hospital, Newark, New Jersey, replacing Miss Leopoldine 
Guinther, resigned. 

Mr. W. D. Barker, formerly assistant superintendent of the Southern Bap- 
tist Hospital at New Orleans, has been appointed superintendent of the Noyes 
Baptist Hospital, St. Joseph, Missouri. 

Dr. Leon H. Martin, formerly director of public health at Fort Worth. 
Texas, has taken over his duties as superintendent of the Oak Lawn Sana- 
torium at Jacksonville, Illinois. 

Dr. Bernard W. Carey, formerly director of the Clarke County (Athens, 
Georgia) Child Health Demonstration, sponsored by the Commonwealth Fund, 
has been appointed director of the division of child health of the Children’s 
Fund of Michigan, the foundation recently established with a gift of 
$10,000,000 by Senator Couzens. Doctor Carey’s headquarters will be in 
Detroit. 

Dr. Robert P. Harris has resigned as superintendent of the Pulaski County 
Hospital at Little Rock, Arkansas. Dr. Martin P. McNeil has been appointed 
acting superintendent to succeed Doctor Harris. 
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The Hospital Library and Service Bureau 
of the 


American Hospital Association 


A reference library and clearing house 
for hospital information 
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il An outstanding activity of the American Hospital Associa- 

tion, the Bureau furnishes material dealing with the experi- 
ence and insight of those actively engaged in administration and 
organization. Through the use of package libraries, acquaint- 
ance with the work of others is advanced. There is no cost for 
this service. 


il Contacts with the Hospital Library and Service Bureau 
assist in promoting a communion of ideas among hospital 
people. 


il Late and authentic publications helpful to the hospital 
group are made available through the use of package 
libraries. Reference lists and bibliographies are secured on 
request. 


i The Hospital Library and Service Bureau co-operates with 
national organizations in securing information and assists 
in distributing the results of studies. Educational interests are 
furthered through a service to universities, and schools of vari- 


ous types. 


il Articles by specialists provide current material on surveys, 

financial programs and compaigns, and tendencies in con- 
struction and equipment. A library of plans of hospitals, nurses’ 
homes, and allied buildings is maintained. 


il Service has been rendered to inquirers from each state and 
province, and twenty-six foreign countries. 
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HOW THE PACKAGE LIBRARIES ARE USED 

“J am returning under separate cover the seven package libraries. ‘The 
material has been of invaluable help to us in getting ready for our campaign. 
The suggestions and information received have helped us to place our hospital 
on a higher plane than we could possibly have done without this valuable 
information.” L.L.C. 

“J found package libraries of Foreign Hospitals No. 9 and No. 12, and 
Island Hospitals No. 1, most helpful. I am planning to build a small hospital 
in the Belgian Congo, and the information obtained from the package libraries 
has been of great benefit and highly appreciated.” H.M.F. 

“T am returning the literature on Hospital Budgets, which served its pur- 
pose nicely. It is a great thing for the small institutions that are struggling 
along, to have a strong shoulder upon which to lean.” H.B. 

“T am returning the material which you so kindly sent me on Contagious 
Hospitals. I read the articles carefully and made several notes from them, 
and found them very helpful.” C.HLS. 

“Thank you for your letter of July 24 with enclosed data for appropriations 
for public health work. This is just the information I want and is much 
appreciated.” H.H.J. 





“T do appreciate your kindness in sending the six packages containing most 
useful information. Three of these I have handed to our architect who is 
studying problems of extension schemes we are proposing to make here.” 

a A.G. 

“T return herewith package libraries concerning the liability of municipal 
hospitals for the acts of employees of such institutions. We have gained a 
great deal of interesting information and benefit from the data incorporated, 
and I appreciate the opportunity to have looked them over. Within a few 
days I shall return to your office a copy of Hospital Law that likewise served a 
splendid purpose here with us.” E.A.B. 





“The package libraries have proved of very great interest and value to me 
and I want to emphasize that I consider it a very unusual privilege to have 
secured such helpful information so fully and promptly.” E.DaF. 

The facilities of the Hospital Library and Service Bureau are avail- 
able to all hospitals without charge. 
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ARIZONA 


Tucson.—The Southern Pacific Railroad announces a million dollar pro- 
gram looking toward the erection of a new tuberculosis sanatorium at Tucson, 
and an addition to the railroad hospital building in San Francisco. A part 
of the amount was given by Edward S. Harkness. On making his contribution 
of $600,000, Mr. Harkness, for many years a director of the company, voiced 
his appreciation of the services of the employees and of the beneficial nature 
of the work of the medical staff. 


CONNECTICUT 


T orrington.—The cornerstone of the new Charlotte Hungerford Hospital was 
laid with impressive ceremonies on December 2. The hospital, when the new 
building is completed, will be the largest and best equipped in a city of the size 
of Torrington in New England, and will represent an expenditure for building 
equipment of more than $1,500,000. The hospital and its endowment are 
the gifts to the people of Torrington of the late Uri T. Hungerford in memory 
of his mother, Charlotte Austin Hungerford. The present hospital was built 
in 1915 and was also the gift of Mr. Hungerford. The present capacity of 
eighty beds, which is now inadequate, will be increased to 150, and the older 
building will be remodeled into a nurses’ home. 


ILLINOIS 

Chicago.—Nine-tenths of the two million dollar estate left by William Liston 
Brown was bequeathed to charity. The approximate division is as follows: 

Presbyterian Hospital, $645,000; Evanston Hospital, $185,000; Chicago 
Memorial Hospital, $275,000; Glenwood Training School, $92,000; Chicago 
Orphanage, $92,000; Home for Destitute Crippled Children, $92,000; County 
Home for Convalescent Children, $92,000. 

Mr. Brown was a retired Chicago financier. 

Decatur —The Decatur and Macon County Hospital has received a gift of 
$50,000 from O. B. Gorin, president of the Milliken Bank, to be used in creat- 
ing a memorial laboratory and x-ray department. Work will be started at 
once on the department. 
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NEW HOSPITAL EQUIPMENT 


The illustration shows the burnishing machine that has recently been intro- 
duced on the market. It is electrically driven and with a cylinder 8 inches 
in diameter and 24 inches in length will handle the burnishing of five hundred 
spoons, knives, or forks per hour. In addition to being a labor saver, it is a 
silver service saver, for the reason that the use of silver polishes and abrasive 
compounds is eliminated, and instead a simple neutral soap, which serves as 
a lubricant rather than as a cleaning agent, is used. 
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INDIANA 

Indianapolis—Mrs. Thomas Taggart, widow of former Senator Thomas 
Taggart of Indiana, and her children have given the Methodist Memorial 
Hospital the sum of $60,000 for a children’s unit in their new $800,000 build- 
ing, to be known as the Thomas Taggart Memorial. 

Terre Haute——Union Hospital is to receive $5,000 as a legacy from the will 
of the late Laura L. Smith. 

MARYLAND 

Baltimore.—The Wilmer Ophthalmological Institute of the Johns Hopkins 
Hospital was formally dedicated on October 20. This institution, according 
to an editorial in the Chicago Journal of Commerce, is the direct outgrowth 
of human gratitude. Grateful patients of Doctor Wilmer, conspicuous among 
whom are Mrs. Aida de Acosta Breckenridge and former Congressman Ira C. 
Copley, through gifts raised a fund of over $3,000,000, half of which amount 
was contributed by the General Education Board to establish the Wilmer 
Institute. 

MICHIGAN 

Jackson.—A new forty-room addition to the Foote Memorial Hospital has 
been made possible through the $50,000 gift of Captain William Sparks. A 
total of $100,000 has been given by Captain Sparks to the hospital expansion 
program. 

W yandotte.—A gift of $150,000 for the construction of a fifth floor at the 
Wyandotte General Hospital has been announced. Other contributions to the 
hospital from the estate of the late J. B. Ford aggregate more than $1,125,000. 
The gift is conditional upon the city’s raising $100,000 for the erection of a 
nurses’ home, which will relieve an entire floor for the care of patients. The 
capacity, now fifty beds, will be raised to one hundred, it is estimated. An 
expansion of the out-patient department is planned. The hospital is used 
extensively by many of the industries located on the river, and adjacent to 
Detroit. 

MIssourI 

Kansas City—The new Lawrence Memorial Hospital, gift of Mrs. J. B. 
Watkins to the city, has been opened for the reception of patients. The hos- 
pital is Georgian colonial in architecture, of fifty-two bed capacity, and was 
built at a cost of $200,000. 

NEw YorRK 

New York City.—Trustees of Lenox Hill Hospital have announced a gift 
of $250,000 from Mrs. Louise M. Ehret in memory of her husband, George 
Ehret, Jr. The new gift will be expended for a seventy-bed memorial for 
children. Four segregation wards will be installed for newly admitted children 


[ 188 ]- 





QOL OLIOS OLMOM ON OMI IONIAN IO ND 


PAPUA MARYA ARSE TAA SORA SAR HAR YAAR HAR HAR SAR BAR SAAR UAR HAR YARYUARS 


ES A A a A A A OM SO SO SE So SO EE SH Ch 


Cos 





4 F934. VATA SEAR 9A SA AAALAC AAAI SAA SARSHAYAASTICR 


al 








The American Hospital Association 


Officers—1930 


PRESIDENT 


CHRISTOPHER G. PAkNALL, M.D., superintendent, Rochester Gen- 
eral Hospital, Rochester, N.Y. 


PRESIDENT-ELECT 
Lewis A. Sexton, M.D., superintendent, Hartford Hospital, Hart- 
ford, Conn. 
First VICE-PRESIDENT 
Wut1am C. Rucker, M.D., superintendent, U. S. Marine Hospital, 
New Orleans, La. 


SECOND VICE-PRESIDENT 
Jesse TURNBULL, superintendent, Elizabeth Steel Magee Hospital, 
Pittsburgh, Pa. 
Turrp VICE-PRESIDENT 
Paut H. FEster, superintendent, University Hospital, Minneapolis, 
Minn. 
‘TREASURER 
Asa S. Bacon, superintendent, Presbyterian Hospital, Chicago. 


BoarD OF TRUSTEES 
CHRISTOPHER G. PARNALL, M.D., ex-officio, superintendent, Roches- 
ter General Hospital, Rochester, N.Y. 
Lewis A. SEXTON, M.D., ex-officio, superintendent, Hartford Hos- 
pital, Hartford, Conn. : 
Asa S. Bacon, ex-officio, superintendent, Presbyterian Hospital, 
Chicago. 


RicHarp P. Borpen, trustee, Union Hospital, Fall River, Mass.” 


Term expires 1930. 
Wa ter H. Contey, M.D., general medical superintendent, Depart- 
ment of Hospitals, New York City. Term expires 1931. 
Carotyn E. Davis, superintendent, General Hospital of Everett, 
Everett, Wash. Term expires 1932. 

N. W. Faxon, M.D., director, Strong Memorial Hospital, Rochester, 
N.Y. Term expires 1930. 

E. S. Grrmore, superintendent, Wesley Memorial Hospital, Chi- 
cago. Term expires 1931. 

GreorcE F. StepHens, M.D., superintendent, Winnipeg General 
Hospital, Winnipeg, Manitoba. Term expires 1932. 


EXECUTIVE SECRETARY 


Bert W. CALpweELt, M.D., office of Association, 18 East Division 
Street, Chicago. 


Headquarters: Eighteen East Division Street, Chicago. 


WOOIMDOIPIT NWO IWOO IPO IPN WV IV VIVA INVIAVINTINaIVIwiN9wVi | 


He SA SAG Nk Set SS Sek Pek Se Eek Ee Sek We Sh WS wt WS 





NTNU TNTUNUNVUNUNUNUNVUNUNUNUNe 





[ 189 ] 











AMERICAN HOSPITAL ASSOCIATION 





Hee +48) 


or cases of questionable diagnosis. The department will have its own labora- 
tory, treatment rooms, and dietary department. 

The Ehret family, long devoted contributors to the hospital, have given 
to the new building $700,000 for the creation of a semi-private patient depart- 
ment. 

A gift of $250,000 for an endowment fund to be used for maintenance has 
been given the United Israel Zion Hospital by Mr. and Mrs. Morris Goldberg. 
A former gift of $50,000 in memory of a six-year-old daughter was given in 
1927 for the completion of the hospital wing. Mr. Goldberg is a manufacturer 
and real estate operator. 

Oswego.—Oswego Hospital has received a legacy of approximately $3,000 
from the estate of Miss Anna Case. 

Southampton.—Southampton Hospital has received a bequest of $25,000 
from the estate of Miss A. H. Bruce. 


OHIO 

Akron.—The Idabelle Firestone Nurses’ Home was opened September 30 
with a public reception. The home was constructed at a cost of $350,000, the 
gift of Mr. and Mrs. Harvey S. Firestone. In addition to giving the majority 
of the funds needed, much time was given by Mrs. Firestone, who visited simi- 
lar homes throughout the country and obtained ideas for the Akron develop- 
ment. A special feature is the utilization of the main floor, containing the 
technical library, administration office, and study and class rooms. Labora- 
tories, a gymnasium, an auditorium, and a swimming pool are also on the 
first floor. Motion picture equipment has been installed for educational and 
entertainment purposes. 

The second floor contains a large living room with fireplace, two music al- 
coves, private parlors, a fiction library, and reception and waiting rooms. 
There is a supervisor’s room on each floor equipped with kitchenette and tea 
room. The Idabelle Firestone Home will house 150 nurses and students and 
combines the attractions of a home and social center, an educational institu- 
tion and a club. 

Cincinnati.—The Jewish Hospital has been granted $50,000 by Maurice J. 
Freiberg. His father, Julius Freiberg, was one of the founders seventy-five 
years ago. A fund of $1,500,000 is sought. 

Ravenna.—Mr. Henry M. Robinson and his brothers, Richard H. and 
Thomas L., have given the site and $50,000 for the construction of a new hos- 
pital at Ravenna. Hubbell and Benes, architects, of Cleveland, are preparing 
sketches of plans for the new building, which is to have accommodations for 
forty patients and is to be modern in construction and equipment. It will 
be completed at a cost of about $150,000 and construction will be started at 
an early date. 
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... what it stands for 
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ganization of which 1,260 hospitals in the United States and 
Canada are active institutional members, and 2,000 hospital 
trustees, administrators and heads of departments are active per- 
sonal members, serves the entire hospital field. ? 


The AMERICAN HOSPITAL ASSOCIATION maintains a 
consultation and information service which is at the disposal 
of all hospitals whether members of the Association or not. This 
service undertakes to furnish the latest information relative to 
administrative methods, hospital procedures, construction and 
equipment—in general, all information pertaining to the success- % 
ful operation of a hospital. iS 


The AMERICAN HOSPITAL ASSOCIATION maintains a 
placement service. This service undertakes to furnish hospitals 
and all other institutions of this character having vacancies among 
their personnel, with the credentials and references of applicants £ 
seeking positions. The Association assists the institutions in mak- 
ing contacts with qualified people for the higher grade positions on 
their staffs. 


The AMERICAN HOSPITAL ASSOCIATION works in close 
co-operation with all organizations looking to the betterment of 
hospital service to the patient and to all things that are of benefit 
to our institutions. 


The AMERICAN HOSPITAL ASSOCIATION reviews ail 
proposed legislation affecting hospitals and, through its legislative 
committee, inaugurates action to support all legislation that is 
worth while and of benefit to the hospital field, and to prevent 
the enactment of legislation prejudicial to the interests of our in- 
stitutions. § 
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Te AMERICAN HOSPITAL ASSOCIATION, an or- 
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Is Your Institution a Member of the American Hospital 3% 
Association? : 
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PENNSYLVANIA 

Philadelphia.—The University Hospital has completed a million dollar build- 
ing known as the Martin Maloney Memorial Medical Clinic. It is the first 
unit in the expansion program of the University Hospital. Martin Maloney, 
capitalist and philanthropist of Spring Lake, New Jersey, was the chief bene- 
factor. 

The Honorable William S. Vare has presented to the city of Philadelphia 
a ninety-three acre estate formerly owned by his brother. It will be utilized 
for the erection of a hospital for paralytics. The estate is one of the most 
beautiful in the vicinity of Philadelphia. 


RHODE ISLAND 

Newport.—A gift of $200,000 to the permanent endowment fund of the 
Newport Hospital has been announced. The donors are Arthur Curtiss James 
and Lewis Cass Ledyard. 

TENNESSEE 

Clarksville-——A new nurses’ home, to accommodate twenty student nurses 
and the superintendent, is being built for the Clarksville Hospital. It is a 
gift from Mr. Howard D. Pettus, a director of the hospital, and is a memorial 
to his late wife. The name of it will be the Edith Pettus Memorial Nurses’ 
Home. 

Memphis.—Judge J. D. Minor, chairman of the board of trustees of the 
John Gaston Memorial Hospital, has announced that more than $300,000 
in bequests from the heirs of the late Mrs. Therea Gaston Mann will be 
available for a new building in January. A study of plans is being made by 
the committee. 
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American Hospital Association 
Publications 


HE following special Bulletins are in stock at headquarters and may 
be obtained for the nominal price indicated. Those Bulletins 
marked n/c will be sent free to hospitals upon request. 
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aes enemies eigt | YN : iE, SS 
Ge = AT? TT, = TOO = WAN TT T= ) 








The FACK-NE IMPROVED THERMOMETER 


Hardened and toughened by the Faichney tempering process, reduces 
breakage to the minimum. Distressful mouth breakage is done away 
with. A guarantee certificate covering U. S. Govt. Specification No. 
CS1-28 accompanies every thermometer. 


Faichney Improved Thermometers have been bounced, pounded and 
demonstrated at every Hospital Convention for years. Try them! 
You will be surprised how much money you can actually save. 
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Patent Pending 


FACK-NE WINDOW SCALE SYRINGE 


Ask your dealer to show you this new Syringe. He will explain the 
feature which makes it one of the most important developments since 
the Luer Syringe was invented. A glance at the barrel shows exactly 
the amount of fluid it contains. Absolutely accurate dosage is possi- 
ble, even with the largest size syringe. 


Other modern features are: the safety rest flange which saves many a 
syringe from breaking; satin finish grinding to prevent’ back-flow; 
smooth action the entire length of the barrel; Luer tip, groynd, to 
micrometric exactness to insure perfect needle fit without lé4kage. 


The barrel and piston have corresponding numbers to eliminate ton- 
fusion when syringes are reassembled after sterilization. 
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Manufactured by ‘ 


FAICHNEY INSTRUMENT CORPORATION. 
WATERTOWN, N. Y. 














